
SOCIETY PROCEEDINGS.

Ab.tract of the Report of the Sclentiftc Proceedinlla at the Forty.
ftr.t Annual Conllre•• of the American Larynllolollical A.aocla·

tion In the Canllre.. of American Phy.lclan. 'and Sur·
lIeon., Atlantic CIty, N. J., June 16th, 17th and 18th, 1919.

By EMIl, MAYER, M. D.,

XEW YORK,

ABSTRACT EDITOR FOR THE ASSOCIATIOX.

The meeting was opened and the President's address was
read by Cornelius G. ·Coakley, M. D., New York.

The speaker quoted General Munson, in an article presented
to the- fifteenth annual conference of the Council of Medical
Education of the American Medical Association, held in Chi
cago, March 3, 1919, who gives the procedure employed for
-the selection of the physicians who vblunteered their services
in the Medical Corps. He states, first the manner of their'
selection.'

After a candidate for the army had been accepted, many of
them were found not to be qualified to perform the medical
duties assigned to them, so that General Munson states:

"One deduction is that the general reputation of a man is
not necessarily a criterion of his actual qualifications. An
other, that in their estimates of each other gained by ordinary
contact, physicians are not infallible. Another, that a large
number of 'men actually practicing as specialists in this coun
try, and generally accepted as such, are not duly qualified as
the experts they are supposed to be. The latter point is one
of special interest and concern to those interested in post
graduate and specialist education in this country."

"This experience would seem to carry a moral for \'TIedical
educators. Have they not a field.of usefulness in civil life
whereby men who were originally qualified but who later de-

 at UNIV OF PENNSYLVANIA on June 24, 2015aor.sagepub.comDownloaded from 

http://aor.sagepub.com/


1208 AMf;RICAX LARYt\GOLOGICAL ASSOCIATION.

teriorated could have their deficiencies brought home to them
and effectively removed'?"

With these facts before him, the Surgeon General took 'steps
to remedy lhe deficiencies by two methods:

First.-By farming out small squads for special instruction
in a number of hospitals in the large cities. Many of these
hospitals had never before been used for teaching purposes,
and since the termination of the war have relapsed into their
former policy of not utilizing f.or teaching purposes the abun
dant clinical ~aterial at hand.

Second.-Schools of instruction for medical officers were
established at several camps; these were later combined into
one large school at Fort Oglethorpe, at which many of the
specialties were taught. The school of otolaryngology was in
charge of Major Harris, one of our fellows.

The training given to these medical officers was of an inten
sive and practical character, and it has 'been my privilege to
talk to many who had taken it at various places, and no single
student had anything but praise for the earnestness and en
thusiasm of the instructors, and the highest appreciation of
the great value of the instruction received. These men will
all return to civil life much better medical men as a result of
their army instruction.

General Muson states that 70 per cent of the alleged oto
laryngologists, after the establishment of the school at Fort
Oglethorpe, were rejected. There is a book puhlished pur
porting to give the "names of those who in the United Sta~es

regard themselves as specialists in diseases of the eye, ear, nose
and throat. We find therein approximately IS,()(X) names; de
ducting from this number those who devote them')elves solely
to diseases of the eye or the ear, we have approximately 13,000
specialists in otolaryngology whd also treat the eye. If 70 per
cent of this number is·incompetent, it means that there are in
this country about 9,000 socalled otolaryngologists whom the
War Department would not consider competent to care for
soldiers. They surely are no better fitted to 'care for the civil
population. Until thi~ war there has never been anything be
fore to 'uncover the deficiencies among otolaryngologists. That
there are such deficiencies· is known to you all. That they
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exist in such numbers is a revelation to me. The principal
reason for the incompetency of a large number of otolaryn~

gologists is the insufficient training acquired before the indi
vidual buys an office outfit and begins to spray noses, cut out
tonsils and wash out ears. At many of the postgraduate
schools a six weeks' course of instruction is sufficient for the
granting of a certificate, which is beautifully framed and hung
up in the office as testimony of the competency of the individ
ual. The best trained men are those who have been fortunate
enough to serve as internes for a year or more at one of the
hospitals devoted to otolaryngology, of which,. unfortunately,
there are comparatively few. These internes are usually re
cent graduates who have previously had an internship in sur
gery or medicine at a general hospital, quick to learn, enthu
siastic and capable. It is probable that less than 'fifty SUGh

internes are graduated each year from the hospitals devoted
to otolaryngology. The wealth of clinical material and the
opportunity of learning diagnosis and performing operations,
both minor and major, under the supervision of the several
visiting surgeons, sends their men forth with an initial train
ing that is good and 1m incentive to continue in this high grade
work.

The six weeks' specialist, on the other hand, is usually a
'much older man, slow to learn, who never gets beyond the
rudiments of our professional work. There are, of course,
brilliant exceptions to this latter picture.

There are manifestly two problems for us to consider:
First.-How to afford young men desirous of making oto

laryngology their life work the best facilities for doing so.
Second.-How to bring up to a higher plane work done by

substandard specialists.
It is far easier to plan for the first than for the second group.

For the solution of either problem two things are necessary,
money and time. The expense of educating an otolaryngolo
gist and the time required to lay the foundation are the main
reasons why existing postgraduate schools have not bt:en able
to afford the kind of instruction that is desired. Well equipped
laboratories, including anatomic material, an abundance of
clinical facilities and a quantity of expensive short lived mod
ern instruments, of necessity place the cost of education at
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such a figure that if the cost fell solely upon the candidate few
students could afford to avail themselves of the instruction.
Our present .day postgraduate school gives all it can afford
for the tuition it charges. Undergraduate schools find it costs
more to educate medical students than the income from tuition.
Much of the laboratory instruction of the undergraduate
school may with but slight added expense be used in teaching
graduates. The most economical arrangement is for the grad
uate school in medicine to be a part of a university and stand
in the same'relation to the undergraduate school in medicine
as the graduate school in philosophy to the college.

The graduate school must be endowed either by individuals
or the State. The schools would then be in a position to ac
cept or reject candidates who 'desired to pursue any special
graduate course of instruction by determining in advance
whether they are qualified to receive such instruction. They
would also be able at any time during the course of instruc
tion to drop registrants for inefficient medical progress. The
teaching in such an institution should be supervised by the
leaders in ~e profession. who should have conferences and
'quizzes with the students and instructors at frequent stated
times. The bulk of the actual teaching must be performed
by the younger men who have not yet reached that stage in
their professional career where their private practice occupies
nearly every ~vailable minute of their time. The instructors
should be ad'equately paid for their services. Such an asso
ciation with the university, would prove highly attractive to
the instructors and result in bringing the best young men to
the university centers, where the opportunity for research
and study would be greater. If funds were provided by which
anyone university was able to establish a graduate school
in medicine 1n all the specialties on the lines above indicated.
it would not be long before other universities would find it
necessary to seek and secure the funds to establish similar
schools.

The spe~er then outlined the plan of a postgraduate course
{)f instructiQn in otolaryngology combined with a laboratory
.and clinical cou.rse.

Those who,compl~te such,a course would be advised to spend
.at least oney~a~ in the interne staff of a standardized hospital.
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university or extramural, devoted to otolaryngology. On the
completion of the interne service in a manner satisfactory to
the medical board of the hospital and on the presentation to
the university authorities of a set of completed histories of
all operations performed and the results obtained, the uni
versity should grant a degree.

The Prognostic Importance of Tuberculosis of the Larynx.

By SIR ST. CLAIR THO:\-lSON, M. D.,

I..oNI)()~, ENCLAXD.

Tuberculosis is one of the most common and deadly scourges
of humanity. There is no other which'slays so many of our
people in the very prime of their career, for it causes one
third of the total mortality during the chief working years of
life. It kills 53,000 individuals annually in the small popula
tion of England and Wales. It is the greatest cause of dis
ablement in adult life. It leads to more loss to the family and
to the nation than any other single disease. It is one of the
saddest afflictions.

At the present moment the tuberculosis question is of ever
increasing urgency, for a study of statistics would tend to
demonstrate that the death rate- has not only ceased the steady
decline it had been pursuing for many years, but that since
the year 1912 it has been steadily rising.

I hold that every case of pulmonary tuberculosis and every
suspected case should be examined by a skilled laryngologist,
not once only, but at regularly recurring periods; every tuber
culosis sanatorium should have a laryngologist on its 'regular
staff; and every laryngologist should embrace any opportunity
that may come his way of examining the throat in consump
tive patients.

In a few cases tuberculosis can be diagnosed in the larynx
before it has sufficiently advanced elsewhere to cause any
physical signs. One such patient now under my care has been
one of the allied plenipotentiaries in Paris since the beginning
of the Peace Congress. Another was under observation, in
and out of a sanatorium, for three whole years before' my
diagnosis of his laryngeal condition was confirmed by signs
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in his chest; he stilI has no bacilli. Another, a .medical man,
died from tuberculosis in his larynx and pharynx without a
pulmonary symptom. These cases are quoted to show the re
sponsibility which the.laryngologist may have to bear in the
matter of diagnosis and prognosis.

At the King Edward VII Sanatorium at Midhurst, we have
a well worked. system by which we obtain a report as to each
patient's condition once every year after his discharge. Every
case is therefore followed all the years of his life, and till
his death is recorded. In our island kingdom this task is
doubtless easier than on large continents, and so enables us
to produce some records which other countries might have
no opportunity of securing.

The after-history of 888 patients examined between July,
1911, and June, 1918, is presented in the form of tables
A and B.

They are divided into laryngeal and nonlaryngeal cases and
into three groups:

A patient is placed in group 1, if the diseas~ is limited to a
small area of one or both apices; these are the slight cases.
Group 2 embraces cases more extensive than group 1, but
affecting, at most, the whole of one lobe, or severe disease
extending at most to the half of one lobe; such cases would
still be called of slight severity. Group 3 includes all cases
of greater severity than group 2 and all those with considerable
cavities; these are the more serious cases.

Looking first at table A, the nonlaryngeal cases, we note
that, of course, the percentage of deaths is lowest in the cases
of group I; that it is more than doubled in group 2, and that
in group 3 70 per cent are dead within seven years. Of all
three groups together, and both sexes, 39.7 per cent have died
within this period of observation.

Now, comparing with these results the cases in table B-
i. e., those with the larynx involved-what do we find? The
first thing which strikes us is th~t the prognosis as shown by
the percentage of deaths is rendered graver in both sexes and
in all three groups.

In group 1 the percentage rises from 15.6 to 42.9 per cent.
and in group 2 the percentage rises from 38 to 63.3 per cent.
In group 3 the increased mortality is not so striking. viz., from
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7004 to 78.3 per cent. and this is what we would expect, viz.,
that in advanced cases the outlook is so serious that a further
addition to it is not noticeable. Taking all three groups 'to
gether the presence of tuberculosis in the larynx, raises the
percentage o.f deaths, during the three to seven year period,
from 39.7 to 68.9 per cent.

Put in other words, among all the fairly early cases of pul
monary tuberculosis admitted to a sanatorium. the expectation
is that 60 per cent of them will be alive in three to seven years
later. But of similar sanatorium patients with the larynx
disease only 30 per cent will be alive at the end of that period.

We also note that. just as in nonlaryngeal cases, the percent
age of deaths in table B is higher in group 2 than in the early
cases of group 1 and still higher in the advanced cases of
group 3. But it is very striking to observe that the ratio of
the death rate in these three groups to one another is no longer
the same as in table A; for in group 2 the deaths are no longer
about doub!e those of group I, but only half as many again;
and in group 3 the frequency is only slightly in excess of the
figures of table A. Moreover, whereas in the nonlaryngeal
cases the death rate of the. early cases of group 1 was less
than a fourth of the group 3 cases, we see that in the laryngeal
{:a5es of group 1 the proportion of deaths has risen to more
than a half of those in group 3. This surely shows that, even
in a slight and early case of pulmonary tuberculosis-a group
1 case-the detection of a laryngeal lesion renders the prog
nosis more gloomy than in a case of more advanced pulmonary
infection with a free larynx. Put in another way: If a case
whose pulmonary condition warrants the patient being classi
fied in group 1, is discovered. to have a laryngeal lesion, this
would at once grade him down to group 2. It also demon
strates that in cases whose pulmonary condition would place
them in group 2, so that only 38.0 per cent would be dead
within seven years, the involvement of the larynx lowers their
prognosis to nearly that of the group 3 cases, and 63.3 per
cent will be dead within the period of observation.

As. at all stages of pulmonary tuberculosis, so much de
pends on the prognosis, it is sufficient if I have shown the im
portance of a skilled examination of the larynx. One glance
into a laryngeal mirror will often show that

 at UNIV OF PENNSYLVANIA on June 24, 2015aor.sagepub.comDownloaded from 

http://aor.sagepub.com/


1214 AMF,RICAN LARYNGOI,OCICAL ASSOCIATION.

"a man may prophesy
With a near aim of the main chance of things
As yet not come to life."

-Henry IV, Part 2, iii, 1.

much more correctly than he can from all other clinical inves
tigations without it.

Thic. '1mall investigation, after all, is only confirmatory of
what <He already all know. I submit it with much hesitation,
not only because a satirist has said that there are three sorts
of lies-lies, damned lies and statistics-but also because I
am in the land where the study of statistics is almost a national
talent and where the dry bones of figures are made to speak.

DISCUSSION.

Tm: PRF,SIDENT: In view of Sir St. Clair Thomson's un
precedented experience in the treatment of laryngeal tuber
culosis, I would ask him what treatment is used in the King
Edward Sanatorium for it.

DR. COHEN (Philadelphia): May we ask him what are the
signs that define the laryngeal infections?

DR. SWAIN (New Haven): Sir St. Clair Thomson evi
dently can make a diagnosis of laryngeal' involvements rather
earlier than some of the rest of us here. We would like to
have him elaborate to some extent the signs upon which he
depends, outside of active ulceration, which we all recognize,
for the diagnosis of tuberculosis of the larynx.

SIR ST, CLAIR THOMSON (closing): I have not enlarged
on the subject of diagnosis because it is rather a large subject
to enter into, and I can only say that the chief thing in diag
nosis is the skilled eye of the diagnostician, because it is almost
impossible to put down in words the conditions that one sees.
It is not only the conditions but the slight changes of these
conditions, with progress or temporary improvement. Briefly,
pallor is a suggestive thing, whether pallor of the soft palate
or of the epiglottis and larynx generally, though, on the other
hand, particularly among men and among elderly subjects,
congestion may be met. with.

Then I hold a great deal in comparing very carefully with
one's eye the two sides of the larynx. because if there is a con-
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gestion or a catarrh or a thickening. such as a syphilitic infil
tration. it is more likely to be more or less evenly disposed on
both sides. whereas. where if it is on one side, it is much m6re
suspiCious of tubercle. Then I think that the favorite spot to
find an early tangible sign. what you call a physical change.
is just above the vocal process. hidden to a great extent be
cause it is low down on the laryngeal surface of the arytenoid,
just where the arytenoid and the vocal process join one an
other. One has to see some patients several times to determine
that the little hollowness there, the little solution of continuity.
or a little crinkling, or a little infiltratcd crinkling, is an early
deposit. These are, of course, present in the later stages when
there is ulceration and perichondritilr-the thing is to recog
nize the early stages. Sometimes. of course. we have a change
of voice. but I have records which will· be published one day.
of a considerable number of people who had no complaint
of the larynx. whose voice was not changed. and yet who had
distinct tuberculosis.

As to the treatment. the keynote of this is to a great extent
masterly inactivity. I am quitc_ opposed to all the violent s.ur
gery of the larynx in tuberculosis. from which we suffered
chiefly through the work of Heryng of Warsaw and others
many years ago.

In the case of these poor people that take years to die. it is
impossible to herd them all into sanitaria. The thing is finan
cially impossible. They mUllt be sheltered as well as possible
for the remaining years of their life, and in such patients to
restore the voice is a very valuable thing.

Rest is the first thing. The first treatment, I think, is the
sanitarium. not only because the principles of sanitarium life
are so excellent, but because in the sanitarium the patient is
not subject to the temptation to talk. Everything is done for
him; he presses a button and makes a little sign and everybody
knows what he wants. and there are other patients in the same
condition, and he is distracted with their little games and
walks and amusements. and not like at home, having the family
hanging around him and asking him questions and luring him
to talk, because vocal rest is the great thing.

I amputate the epiglottis with punch forceps generally if the
dysphagia is keeping the patient from rest or dragging him
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down. But even there J find the use of the galvanocautery
has lessened the frequency of amputation of the epiglottis.
I have given up lactic acid; practically all chemical caustics
are found to be ineffective compared with the galvanocautery.
It is the one treatment, not only for ease ·but for cure.

Now if the audience doesn't mind a demonstration, I think
it might interest some of those who do not know if I tell you
that I have brought with me a patient to show. who has been
treated on these lines without the galvanocautery, and the pa
tient stands before you. In the year 1902 I discovered that I
had tuberculosis and I had a thickening of my right arytenoid
and a slight abraded ulcer on the right vocal cord. I had
abundant tubercle bacilli in the sputum and some hemoptysis,
and I had a little cavity at the top of the right apex. I went
into a sanitarium in 1902 for six months, during which six
months I never spoke a word and I did another six months of
what we call "an after-cure." Then I returned to work in
London and for two years (which is the rule) I was very care
ful. I never smoked, I never went to a theater, began to do a
little work and when those two years of trial were over I went
full speed ahead and have done more work since then than I
ever did in my life before.

Repor-t of a Cue of Streptococcus Infection of the Larynx

By LIEUT.-COL. JOSEPH H. BRYAN, M. D.,

WASHINGTON.

B. V. E., Major, was admitted to the Walter Reed' General
Hospital, October 8. 1918, with double pneumonia following
influenza. He was criticaUy ill, but made a satisfactory recov
ery as far as his pneumonia was concerned. During his con
valescence it was noticed that his voice became very husky and
he complained of pain in the region of the larynx, and pain
referred to the ears. He was then transferred from the Med
ical Service to the Ear, Nose and Throat Section. On admis
sion to this section his voice was raucous, and there was some
cough and pain in the larynx. Examination showed both ton
sils hypertrophied with some exudate from the crypts on press
ure; smears showed positive streptococcus. The larynx was
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congested, the congestion extending well. down into the tra
chea. There was a marked ulcerative condition noted along
the free margin of the epiglottis, the free margin of the right
vocal cord, over the processus vacales of the left vocal cord
and near the apices of the arytenoid cartilages. The character
of these secretions was unique in that the mucous membrane
covering the cartilages was not actually broken through, but
there was an undermining of the submucous tissue leaving
marked depressions with the cup shaped and everted margins.
This was especially true along the margins of the epiglottis.

Laboratory findings: Tubercle bacilli after numerous exam
inations not found. Streptococcus hemolyticus. the prevailing
organism found in cultures from secretion from the tonsils
and middle ear.

The tonsils, which may have been the primary source of
the infection, were enucleated, with marked improvement in
the patient's general and local condition.

After a mouth's furlough I saw this offi'cer, and on exam
ination of his larynx found the ulcerations completely healed,
simply white cicatricial lines remaining. The abscess in the
ear had healed and he had gained about twenty pounds in
weight.

DISCUSSION.

DR. THOMAS J. HRRRIS, Xew York: It was my ptivilege to
see two cases at Oglethorpe which were diagnosed asstrepto
coccic laryngitis, the clinical picture of which resembled a little,
but not markedly, the description in Col. Bryan's case. These
occurred in two officers, both of whom were, as I remember,
cases of influenza pneumonia. The picture in these cases was
that of diphtheria. They were both streptococcus pneumonia.
They both were aphonic, both had some dyspnea, and when the
examination, which was made with some difficulty, was accom
plished, we found intense engorgement of the mucous mem
brane of the larynx with a partial pseudomembrane. There
were spots of pseudomembrane over the false cords, over the
epiglottis and over the aryepiglottidean folds.

DR. HENRY L. SWAIN, New Haven, Conn.: In a couple of
cases I happened to see, not in this year's epidemic, with
streptococccus throats, there was very marked false membrane
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in the larynx, and we have had a number of croup cases this
year that were hard to diagnose between diphtheria and the
croup, which they really were. I had one case of dry croup,
where the whole larynx was dry. the trachea was dry with
subglottic swelling requiring intubation. There was at the
top of the epiglottis an ulceration similar to that which was
found in Dr. Bryan's, case. The patient made a beautiful re
covery with simple inhalation in the ordinary hospital treat
ment.

SiR ST. CLAIR THOMSON, London, England: I am afraid I
am absolutely ignorant of these streptococcal infections when
they are more or less of a subacute character. I have only
dealt with the streptococcal infections in a larynx in the form
of what we call acute septic laryngitis, which of course is
accompanied by extreme prostration and is generally fatal
within a few days, sometimes within forty-eight hours; cases
in which even with considerable stenosis of the larynx, a tra
cheotomy does noLcure the patient, because he dies of toxemia
and heart failure. Such cases are not common. One has to
recognize and, of course, to distinguish from the present type
of streptococcal infection, so that the streptococcus is not our
guide-it is the clinical condition, whether it be the acute
toxic cases that I have seen, or these which Dr. Bryan told us
about the general condition. In these acute septic conditions,
the temperature is sometimes normal, and nothing helps us
but our clinical knowledge in recognizing that the patient is
a very sick man and that he is going to die, and that is done
by the prostration, bluish condition and congestion with a
pseudoedema in the larynx and the tendency to cardiac failure.
I only mention this to show that there are other forms of strep
tococcus infection of the larynx, such as those of which I
have learned this morning. I see five or six such cases as Dr.
Bryan mentions a year. They are all in adults. and some
times they are in adults of advanced years, and where these
have appeared and have been seen by other laryngologists, the
diagnosis has nearly always been an early stage of epithelioma.
I have several such cases as that. The ulceration lasts from
two to three months, does not seem to be benefited by any local
treatment that I have -tried; in fact, it seems to be made
worse, and I have given up local treatment in these cases.
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A case that probably was of the same nature as that which
Dr. Bryan records was in a distinguished army officer who
was invalided home from France, and whom I saw in the
Rockefeller Institute. He had a pulmonary involvement that
was diagnosed as bronchietasis, probably lung abscess, al
though they were not sure about it. with considerable involve
ment of both lungs, more on the right, and he had an ulcer-'
ated condition on his left vocal cord identical with that which
you see here. His symptom most distres~ing was the cough.
Of course, that was partly a lung cough and partly a local
cough. His voice was but slightly impaired. We tried local'
applications, to his distinct distress, so far as increase in cough,
and we omitted them. The ulceration healed in about eight
weeks. His pulmonary conaition was still present when I
last saw him, but he is very much better. I have also recorded
these as influenza cases, up to this one particular one. which
was unquestionably a streptococcus involvement.

DR, JOSEPH 11. BRYAN, Washington, D. C. (closing): The
question is whether the streptococcus is the cause of the inflam
mation or whether it is the pneumonia. This particular case
started in as an influenza, followed by pneumonia of the
streptococcus type. When the patient was able to come to
the clinic the tonsils were found to be of positive character,
a triple plus, and it was our belief that it was after the influ
enza affected the patient there was a descending infection pro
ducing pneumonia, and also an ascending infection in which
the middle ears became involved.

With regard to the temperature, when this patient appeared
at the clinic, he 'was in the stage of convalescence. Although
complaining of the ear. there was slight inflammation, not sup
puration at that particular moment, and there was no temper
ature, but as the activity of the ear symptoms increased and
suppuration set in, there was a slight rise of temperature. In
this case we gave no treatment except to excise the tonsils.
As soon as that was done and the patient sent off fo~ a month's
furlough, there was an immediate recovery, the ulcerations
completely dosing in" leaving, as I stated in the paper, a mere
cicatricial line. All the abrasions at the edges had closed in.
so that the parts had practically healed without any local
treatment.
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Leucoplakia Larynllil.

By MAJOR NORVAL H. PIERCE, M. D,

CHICAGO.

The disease as it occurs in these extraordinary regions is
rare, and for this reason I have availed myself of the privi
lege of reporting the two following cases:

G. DeV., male, age 63 years, a composer of music and vocal
teacher, a student of Garcia, consulted me because of a hoarse
ness which appeared whenever he used his voice in vocaliza
tion. H~ was a vigorous, well preserved man, and at the time
I first saw him was not at all hoarse. Laryngoscopy showed:
A large larynx; the interarytencrld space and vocal processes
were normal. In the middle of the left vocal cord was a pearly
white patch about a fifth of an inch long. Laterally it ex
tended from the border of the left false vocal cord to the edge
of the true vocal cord, over which it projected in a finely ser
rated manner. The anterior and posterior edges of the patch
were square, but had a frayed appearance---that is, delicate
pearly white lines alternated with pinkish interspaces. There
was no interference with movement of the cord. The rest
of the cord was slightly more hyperemic than the right, which
might be classed as of the brunette type. Considering the
man's age and the laryngeal picture, malignancy was suggested
to my mind. However, I advised him to use his voice as little
as possible, and requested him to report from time to time
for observation. This he did for a period lasting over five
years, and no striking change occurred in the appearance of
the disease other than this: he informed me that occasionally
he coughed up a small piece of membrane. He was never
able to save this for me, so that I could not examine it myself,
but after such an occurrence the patch was distinctly less white
in appearnce. We had then here a periodical desquamation
of the outer layers of epithelium. He returned, I believe,
to England after an unsuccessful struggle in America, and I
have not heard from him since.

A. B., male, age 57 sears; American; a grain operator;
dealt extensively ~on the floor"; used tobacco and spirits lib
erally. Consulted me in consequence of hoarseness. The lar-
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yngoscope revealed a pearly gray patch about a quarter of an
inch long on the middle of both vocal cords, the edges of
which were irregular. The cords themselves were pink and
distinctly thickened. The ml!cosa over the vocal processes was
thickened, but there was no visible pitting. The movements
of the cords were normal. He was advised to abandon floor
trading, and the usual treatment for chronic laryngitis in~ti

tuted. The inflammatory condition subsided and his voice,
though cloudy, lost much of its hoarseness. The patches re
mained unchanged. During the course of three years he had
many relapses. After an unusually severe relapse 1le returned
to me with the information that he at last had come to agree
with me regarding the cause of his trouble, and had decided
to go to California and give his voice a long rest. The ap
pearance of his larynx at this time was distinctly alarming.
The cords were more thickened, the edges more grossly irreg
ular, but the patches were unchanged or only slightly increased
in area. He complained of a sense of discomfort in his throat.
After some months'. stay in California, he returned. He
could speak only in hoarse whispers. There was dyspne~ on_
exertion. The laryngoscope disclosed two tissues replacing
the vocal cords with coarsely granular surfaces, pinkish white
in color, and so large as to leave only a small chink between
them in the middle line. The procesi had been diagnosed ma
lignant from pieces removed. He had been advised to have
the growth removed by the direct method. I disagreed with
this opinion, my reasoning being thus: If the growth was ma
lignant, nothing short of a total laryngectomy could save him.
If it was not, laryngofissure provided a more exact method
of removal than direct laryngoscopy. The subsequent history
of the case justified my view. The patient was tracheotomized,
the larynx was opened, the growth removed, and immediate
frozen sections confirmed its nonmalignancy. Radium was
placed in direct contact with the.cut surfaces within the larynx
on several days, after which the larynx was closed. The man
has had no recurrence after a year.

While in the first case there was no histologic confirmation,
the diagnosis of leucoplakia was sufficiently assured by the
laryngoscopic appearance and clinical course of the affection.

The desquamation feature in the cases that occur in regions
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other than the outer arytenoid regions is interesting. In the
larynx, however, they form a source of irritation during the
process of exfoliation and are forcibly projected into the
mouth. One can readily imagine that if the case is first seen
at the moment when the desquamation is occurring this factor
might add to the difficulties of a differential diagnosis. This
is true when the process affects the lower margins of the
cords.

The change in type wh:ch occurred in the second case from
pachydennia planus to pachydennia verrucosa was interesting.
The change is very simple and consists in the ingrowth of the
epithelial elements and an increase of the connective tissue
ele.ments may be accounted for by the activating influence of
whatever :lgency caHses the original disease.

The method of approach in dealing surgically with such
conditions as the second case illustrates may furnish a just
ground for difference in opinion. It is my opinion that where
extensive disease of the interior of the larynx necessitates
removal, laryngofissure is preferable to indirect or direct endo
laryngeal methods, because it gives us greater liberty of move
ment, greater visibility, is more rapid and is quite as safe.

DISCUSSIOX.

DR. HARMON SMITH, ~ew York: The paper of Dr. Pierce
recalls to my mind a patient whom I had under observation
a number of years ago. A male, about fifty years of age, had
been an inveterate smoker and had gradually become hoarse,
the hoarseness extending over a period of several months. His
wife was a sufferer from pulmonary tuberculosis and was in a
private sanitarium at Saranac Lake. During a visit there my
patient consulted a laryngologist who was in attendance upon
his wife, and the association of the conditions led this gentle
man to suppose that the epitheliomatous looking growth on
the vocal cord was tuberculosis. He began heroic treatment
by curetting the cord and burning it with lactic acid. There
were never any physical signs of tuberculosis of the lungs;
he had no temperature and nothing other than the laryngeal
condition that would lead one to suspect tuberculosis. Dur
ing the period of treatment the patient consulted me, and I
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expressed the opinion that it was not tuberculosis, but possibly
a mucous patch, Dr. Swain has likewise seen this case and is
consequently more familiar with the early history and subse
quent history than 1. However, I understand, from reliable
sources, that the patient ultimately died of carcinoma of the
larynx. I believe all cases of leucoplakia are the beginning of
an epithelioma. In other words, piling up of the epithelium is
an epithelioma, and it depends on the progress of this epithe
lium dipping down and its invasion of underlying structures,
which are not its natural environment, for it to become malig
nant. Malignancy per se is only a relative term, and the
microscope cannot determine the virulence of malignancy.
The picture in the microscope will be the same for the speci
men of a carcinoma of the larynx, whether the patient dies in
eighteen months or in twelve or fourteen years. So that prog
nosis based upon microscopic findings is unreliable. Leuco
plakia if left alone or treated gently will continue for years
without rapid prog.ress or great detriment to the patient, but
if curetted or cauterized, will become more readily malignant
and. instead of remaining quiescent, will become riotous agd
rapidly invade the surrounding structures.

DR. HENRY L. SWAIN, New Haven: I remember the case
that Dr. Smith has mentioned. I think that was a sheer case
of charlatanism and that that man was traumatized. if you
will. into his epithelioma that he had subsequently in his lar
ynx, It was a sheer case of overtreatment, carried on through
a long period, and I am very glad that Dr. Smith happened
to remember the case, because it is very similar in its begin~

ning, I saw it before Dr. Smith had seen it numerous times,
and it is exactly similar to Dr. Pierce's second case of a broad,
white plaque upon the center of one vocal cord, and subse
quently another appeared over the processus vocalis of one of
the cords-I cannot remember which, But it was a very
interesting case, showing how continue irrittaion will tend to
make epithelial structures degenerate into malignant processes.
I suppose, t,hat what Dr. Smith describes, keratosis. like a com,
is really a beginning of epithelioma.

DR. XORVAL H. PIERCE,_ Chicago: I believe Sir St. Clair
Thomson reported a case of socalled desquamative leuco
plakia, and the question of leucoplakia of the larynx has been
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subject on several occasions to discussion before the Royal
Society and would like to heat.: from him on this subject.

SIR ST. CLAIR THOMSON, London, England: I have watched
these leucoplakia for months and sometimes year~. and in no
inconsiderable number of cases they have eventuated as epi
thelioma. There is one celebrated case in the annals of this
association. I know Dr. Harmon Smith's name is connected
with it, and I believe Dr. Gleitzmann, which, if I remember,
was a case illustrated in your transactions, with a white ap
pearance as of leucoplakia and that is a historical case, and
in that case it was proven to be epithelioma, although it took
thirteen years. One case of mine which I left alone, I think
was seven years. I have had others of three years, and one
of six months, which were common tillles, but, as usual, Amer
ica beat the record with a thirteen-year case.

Even if we remove this leucoplakia, the patient should be
warned. I have seen cases where very skilled laryngologists
have removed the thickening, sometimes examined it by micro
scope, but unfortunately sometimes omitted to microscope it.
The patients, finding a recurrence of their hoarseness two, three
and four years afterwards, do not go back to the same man
-they come to -me, perhaps my cases go to somebody else.
But I know more, I think, about malignant disease than I know
about leucoplakia, and therefore I am a little biased in simply
insisting (though perhaps Dr. Norval Pierce has done it) that
the thing at the back of my mind in all cases of leucoplakia,
behind the,scenes, is probable malignant disease.

DR. D. BRYSON DltLAVAN, New York: With regard to this
very admirable paper, I have only one thing to say, and that is
to call attention to the fact that in-the treatment of the case,
after the removal of the diseased area, radium was applied. I
believe that the postoperative treatment of such conditions
(and there are few conditions that are more treacherous than
this one of socalled leucoplakia) is going to be a very impor
tant thing in the future.

DR. NORVAL H. Pn:RcJO:, Chicago (closing): There is very
little more to say except that we must also remember, on the
other hand, that leucoplakia may accompany tuberculosis.
syphilis as also malignant disease.
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We may have areas of leucoplakia well defined histologically,
leucoplakia in all three of these processes. That is a very
important fact to bear in mind in excising portions of tumor
for diagnosing purposes. I am quite sure we all agree that as
in tuberculosis, masterly inactivity is the proper mode of treat
ment, so in all these conditions we should do as little as possi
ble, be as gentle as possible in our treatment of the larynx.
I do not believe even in excising the pachydennia. I think
they get along equally well with very simple, soothing treat
ment, and we don't run the risk by this methOd of aiding in
the stimulation of these growths into malignancy.

Brain 'Abscess Dependent Upon Empyema of the Frontal Sinus.

By I-<IEuT.-COL. THO:\1AS j. HARRIS, M. R C.,

NEW YORK.

W. P., age 26 years. native of Missis~ippi, was admitted to
the eye ward of General Hospital No. 14 on September 10.
1919, suffering from a swelling of the right eye. Family his
tory and past personal history negative. Both lids were found
swollen and the conjunctiva congested. Vision 20/50 in each
eye. The swelling occupied chiefly the outer third of the
orbit. Ko pain was complained of. The fundus was normal.
Examination of the nose showed pus high up on the affected
side. Irrigation of the antrum brought away pus. There was
a deviation of the septum to the ·right. A diagnosis of pan
sinusitis 011 the right side was made.- This was confinned by
X-ray pictures. An intranasal operation for correction of the
septum to secure better drainage was advised but refused.
The patient gave the impression of being a person of low in
tellect. He spoke slowly and with a distinct drawl. As a
result of local treatment the swelling -for a time improved.
At the end of a month, however, it had increased to such an
extent that the eye was closed. Under threat of court martial
the patient finally consented to. operation. A radical Killian
operation was perfonned. A large defect was found in the
posterior wall of the sinus, together with extensive necrosis
in the anterior wall. The dura did not appear to be affected.
The wound was only partially closed, and'a drainage tube was
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introduced. Convalescence was slow. The patient suffered
from repeated attacks of vomiting. This was thought to be
due to the enormous appetite which he had and the overeating
which he practiced. There was at this time no complaint of
headache nor any alteration in the pulse or temperature curve.
Complete nealing had taken place only toward the end of Jan
uary. It was then noticed that the patient's eyesight had been
rapidly failing during the last few days. A test of his vision
confirmed this and an examination of the fundus revealed
two diopters of neuritis. Careful palpation of the operated
field showed a soft, apparently fluctuating mass. The temper
ature and pulse were normal., There was no paralysis. A
diagnosis of brain abscess was made, which was confirmed by
the neurologist. After cat'eful consideration, an expectant
course of treatment was decided upon. For the next twenty
four hours no change could be marked in his condition except
an increase in his apathy. Suddenly, at the end of twenty-four
hours, he became almost completely comatose. The pulse had
dropped to a little over forty, and the optic neuritis was found
to have increased since the last examination to three diopters.
Immediate operation was decided upon. This was performed
under 1 per cent novocain. An incision was made directly
through the integument over the swelling. Retraction of this
revealed at once the dura with little or no granulation tissue
intervening. Palpation at this time no longer gave any sensa
tion of fluctuation. With the desire to reduce to a minimum
the danger of meningitis, extreme care was exercised in the
exploration of the frontal lobe. A probe introduced through
the dura immediately entered a large cavity without meeting
any resistance at all. Bearing in mind the proximity of the
ventricles, the probe was not carried beyond 2 centimeters.
No brain tissue was encountered and pus in quantity was not
evacuated, a few drops only following the incision of the dura.
1\'0 irrigation whatever was employed. A rubber drainage
tube was introduced and held in position by a suture to the
outer wound. The wound was left open. An immediate im
provement in the condition of the patient took place. His
pulse in the course of a-. few hours returned to normal, and
within seventy-two hours he was mentally in the same state as
he had been a short'time previous to the onset of the active
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symptoms: There was at no time any escape of cerebrospinal
fluid. A small brain hernia, however, took place which gave
some trouble. Amputation of the protrudin~ mass was pmc
ticed with benefit. The patient was still in the hospital in Feb
ruary. Later reports are to the effect that while it was neces
sary to open up the wound for purpose of better drainage, and
the patient had proved to be the victim of recurring erysipelas,
there had been no return of the brain compression symptoms.

As distinguished from abscess of the temporosphenoidal
lobe, abscess of the frontal lobe is virtually symptomless. Un
less the disease has. extended beyond the silent area. no paraly
sis takes place. This greatly increases the difficulty of making
an early diagnosis. Headache is probably the most character
istic symptom. It is by no means constant nor characteristic
in its location. In our patient, headache was never complained
of. Several of the case reports contain reference to, the apa
thetic condition of the patient. This was peculiarly true in our
case. His appearance, lack of education, locality from which
he came, all tended to ascribe this to other causes than a lesion
of the brain itself. Projectile vomiting has long been recog
nized as a symptom of brain abscess. Repeated references are
made in the literature to vomiting. As has been stated, our
patient was subject to this for weeks before the, abscess was
recognized, and to this day we are not prepared to say posi
tively that the cause lay in the brain. The latent period can
last for an indefinite time. Only when brain compression has
taken place or the abscess has extended so far as to cause ab
sorption is -it capable of easy recognition. At this time,
through the changes in the pulse, as well as in the fundus of
the eye, diagnosis is not difficult. Clinically speaking, the cases
divide themselves into those of an acute and chronic type. The
acute cases ate associated with pain and temperature. Usually
an empyema of the 'frontal sinus has been recognized and a
radical operation performed without relief to symptoms. Often
at the time of the operation, a disease of the posterior wall
of the sinuses is discovered. In these cases immediate oper
ation has "followed. In others, the brain has bec;:n explored only
at an .interval of several days. The prognosis is grave, but
by no means hopeless. A number of cases reported made satis
factory recovery after operation. This depends upon the type
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of case, whether one of an ,acute or chronic nature with a
walled off cavity. Meningitis is chiefly to be dreaded.

A valuable suggestion is made by Elsberg, who states that
if before an abscess of the brain is opened, packing of gauze
soaked in tincture of iodin are placed under the dura all around
the wound the danger of meningitis is practically avoided. He
further recommends that two drctinage tubes be introduced,
neither of which should be removed until ready to be taken
out, and that they should be shortened from time to time.

DISCUSSION.

DR. WM. B. CHAMBERLIN, Cleveland: I would like to em
phasize a point which Dr. Harris made in regard to the lack
of symptoms in compression of the frontal lobe. Some three
or four years ago, at the meeting of the American Laryngo
logical, Rhinological and Otological Society in Washington. I
reported the involvement and practical loss of the entire
frontal lobe on the left side. This patient presented absolutely
no symptoms of brain involvement, and consulted me on ac
count of a discharging sinus beneath the margin of the left
orbit. The probe went so far that I was afraid to introduce it
any further. At operation we found practically the whole of
the frontal lobe gone, so that the area involved was represented
by a plane' passing through the external audit9ry meatus pos
teriorly, by the midline of the skull, and by the floor of the
anterior fossa. This man had no cerebral symptoms before
operation or afterwards. At the time of the operation we re
moved large masses bf polypi, which had extended up through
the nasofrontal duct. We also removed the entire posterior
wall of the frontal sinus as a sequestrum. The cavity per
sisted as long as I was able to follow the case, some six or
eight months, as a smooth walled cavity without granulations.

SIR ST. CLAIR THOMSO:-<, London, England: I think this
subject is well ripe for further study. As Dr. Harris has
pointed out, I am not aware of any symposium on the subject
since Dr. Gerber's collection in 19a.}. The condition is rare.
but, as Dr. Harris says, probably not so rare as you might
think. I had one case wliich has never been recorded,' and I
am afraid the notes are lost, as it must be twenty years ago,
but it had a great point of instruction about it. That, I re-
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member, was a woman with pansinusitis, and I forget what I
did to her, but I started in to ·do the socalled radical operation
on on6 frontal sinus. Locally everything appeared to go well,
but as has been well described, this woman became apathetic
and silly in her manner and I am afraid that as this was the
only thing about her, we rather neglected to recognize the
seriousness of her condition. Xothing locally was wrong, as
I say. She lay in her bed and she was stupid and silly-and
we let her die. We made the postmortem examination and
found she had an abscess in the frontal lobe on the opposite
side, lVhich had not been operated on and which fr-om its ap
pearance must have existed weeks, possibly months.

The lesson is that we must not be in too great a hurry to
blame ourselves or our colleagues for cerebral complications in
sinus cases unless we get a postmortem.

DR. HEXRY L. SWAIN, N'ew Haven: I recall the case of a
lady who had the habit of occasionally visiting some of her
family who lived in New Havf'n, and on two different occa
sions she came to me and I removed some simple polyp
g~owths. On the second occasion, following the removal of
one of the polyp growths iIi the usual manner with the snare,
there was a flow of pus which came down from the ethmoid
region and I told her I thought she must be aware of that and
pay attention to it. She came back to me again for a third
visit in New Haven, a year after her second visit, and more
pus followed -the removal of the growth, and I said: "You
have not had this thing attended to." She said: "No, I have
not, but I will as soon as I go home." Then her immediate
nasal stoppage being relieved by the removal of the growth,
she went to visit friends in Xew York, and while there she
had an attack of semiconsciousness and came into the hands
of my confreres in New York. I never knew who did the
operation, so I have never been able to find out what happened,
nor in what hospital it was done. I simply know that in oper
ating upon the ethmoiditis they discovered a large flow of pus
from an intracranial complication, and before they could make
up their minds it was necessary to interfere further, the
patient had another unconscious spell and never came out
of it.

I have no doubt now from the history of the Case, as well
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as I was able to get it together, that she must have had for
more than five years, in all human probability, the presence of
an abscess in this silent area in her brain, of which site had
no other svmptoms except occasional he;daches.

THE PRESIDE~T: At the dinner a couple of weeks ago of
the American Medical Association, given to our distinguished
guests, it was my good fortune to sit alongside of Dr. Elsberg,
and one of the subjects that was bro'ught up in our conversa
tion was tQe frequency of frontal lobe abscesses associated
with sinus disease. Dr. Elsberg said t!:Iat he had recently had
a number ,of cases, I would not like to state the exact number,
but it was either nine or eleven, and his remark to me was that
he thought sinus disease developed brain abscesses. and I told
him that we see very many sinus cases, but the proportion of
brain abscesses following them was very small. It is only the
difference in viewpoint.

Here is a man who is dealing in brain surgery to a very
great eX,tent, probably more so than anybody in this country,
with the possible exc~ption of Cushing, and he is struck with
the frequency of frontal lobe abscesses and the association of
that with sinus disease., Now, there is one symptom· that has
been alluded to here which Dr. Tilney, who does a great deal
of the cerebral localization, regards as quite suspicious of
frontal lobe neoplasm, whether it be a growth or an abscess,
and that is the change in disposition. Sir St. Clair Thomson
spoke of it, and whenever that is a prominent symptom or no
ticeable thing in the course of the history of any postintracra
nial lesion, Dr. Tilney places a great aeal of emphasis upon
that as evidence of a probable or possible involvement of the
frontal lobe. We have not the means of diagnosing accurately
frontal lobe abscesses on account of the silent area that we
have in other regions of the brain, where brain abscess is con
secutive to suppuration, and which is, I think, the main reason
why they are overlooked so frequently.

Recurring Calculua of the Tonail.

By HENRY L. SWAIN, M. D.,
NEw HAVEN•.

A brief report of an interesting instance of recurrence of
calculus formation in the same tonsil. Four times masses sim-
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ilar in size and shape have been removed from the right tonsil.
Dr. Swain found the stones on two occasions and exhibited the
specimens,· the latest example having been removed in July
of last year, the patient at that time being 7r years of age.
Her first known performance took place in 18ex> or there
abouts; the second in 1904, which was the first time Dr. Swain
saw her; the third in 1910, while in a hospital to have some
gallstones removed. and the last time, again by Dr. Swain, July,
1918. The first specimen was 1 inch long by 12/16 inch broad
at its largest measurements, irregularly ovoid and made up of
three separate portions, tightly fitting together, with smooth
facets, as in the case of gallstones. The last mass is slightly
smaller all.round. An attempt to establish a definitely peculiar
lining to the pocket in the long, thin, attenuated tonsil mass
which lines the tonsil fossa failed because the patient on each
occasion failed to report further.

DR. D. BRYSO:-; DELAVA:-;, Xew York City: In one of my
cases I made every effort in extracting it to remove it with
much care, but just as the stone came out the patient sneezed
slightly, and the stone disappeared.

The practical suggestion that arises from that accident is
that if in operating on these cases the patient be inve!ted, ,be
placed upon a sofa, with the head hanging backward so that
the laW' of gravitation will not cause the loss of the specimen,
it might also offer some protection against accident of one kind
or another to the patient.

SIR ST. CLAIR THOMso:-;, London, England: I have not ·had
a patient, who developed this calculus habit which Dr.
Swain refers to, but I am tempted to get up because of a recent
case of the misleading that we sometimes get in diagnosis of
calculus in the tonsil. It impressed itself upon me, because
he was a very valuable man, to the British government in the
middle of the war, a great authority on high explosives and
that sort of thing, and he came to me simply because, being
a very shrewd and scientifically trained man, he detected an
enlarged gland beneath his right jaw and had some discomfort
in swal1owing. On examining him, I found the right tonsil
looking blue and red and angry and projecting, and at one
point there was a little gray slough. The man was 65 years
of age.
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I did what we all do, I think-use· the most valuable instru- .
ment in examining anything of that kind in the pharynx, and
that is one's forefinger, and to my horror, I felt in this tonsil
an infiltration of cartilage1ike hardness. I took a bad view of
the case, and in order not to break it to this man suddenly
and yet to be prepared for anything. I had a consultation next
day with a well known surgeon who devotes himself to the sur
gery of the neck, and he agreed with me that it was suspicious,
but he said, "Let us feel it with a probe," and when feeling
it with a probe we found a calculus in the middle of it. The
calculus was dug out on the spot, and all his alarming symp
toms disappeared.

A CRle of Nodular Headache of Nalal ·(Sphenopalatl~e.Meckel·.)

Ganglionic Origin.

By GREENFIELD SLUDER, M. D.,

ST. LOUIS.

Nodular, or rheumatic headache, as It IS sometimes called,
. is not frequent compared to other headaches. It is character
ized by the presence of nodules from the size of a pea to that
of a hazelnut in some part of the scalp or the nape of the neck
which are supposed to be' the cause of the headache. Some
times they are spoken of as being found lower down in the
shoulders.

A lady, 40 years old, gives a clear history of a "lower-half
headache" of great severity from her childhood, stating that
when it was very bad "knots" came in her neck and over her
scalp. She has been my patient for fifteen years, but I never
succeeded in seeing her when the "knots" were present until
one month ago. At this time she had an unusually severe
attack of nasal· ganglion neuralgia, for which she consulted
me. She spoke of the severity of the attack and called atten
.tion to some "knots0' in her neck. At the lowermost part of the
occiput were two nodules, near the middle line, each side, one
centimeter wide and two centimeters long, tender to touch.
Full cocainization of the nasal ganglion relieved the pain and
an hour later the node of the right had disappeared. That
of the left side was present twenty-four hours later, but
smaller and less sensitive. It disappeared in ten days more.
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I cannot help thinking that these nodes are manifestations
on the part of the sympathetic not unrelated to some of the
skin lesions of neurotic, sensory or trophic origin. One case,
however, must be remembered m~rely as one case.

By GREEXFIF.LD SLL'DER, M. D.,

ST. LOL'ls.

My interest in this phenomenon began ten years ago, when I
injected the nasal (sphenopalatine) Meckel's ganglion with
plain 95 per cent alcohol. It was not uncommon then to produce
nausea by that injection. I have seen such a case in which
the patient was nauseated instantly by the injection, vomit for
six days, intermittently. I have seen this phenomenon also fol
low the postethmoidalsphenoidal operation. Since I added car
bolic acid to the alcohol injection, nausea has been much less
frequent, but still sometimes follows. Frequently, in the throes
of severe pain produced by any cause, nausea and vomiting
occur, a fact which has been well known probably throughout
all time. Anything which will stop the pain under these con
ditions will stop the nausea. So it has happened that on many
occasions a severe nasal ganglion neuralgia has been accom
panied by nausea which ceased with the cessation of the pain
by anesthetizing the ganglion. Such cases have been quite fre
quent in my experience; but within the past year I have had a
number where there was not any pain, although the nausea
was severe. In one severe nasal neuralgia, on many occasions
pain was absent, although a purposeless vomiting had contin
ued for twelve hours, and was stopped in five minutes by the
application of one drop of 90 per cent cocain to the nasal gan
glion district. This has been repeated many times in this
patient.

In another case, one of hyperplastic nonsuppurative sphe
noidal headache, marked nausea without headache is some
times manifest. Application of one drop of 90 per cent cocain
solution to the floor of the sphenoidal cell, stops it in about ten
minutes. In this cell, the Vidian canal may be felt elevated
from the floor about one-half centimeter.
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These observations ind;cate that the power of making nau
sea reflex from the nasal ganglion or the Vidian trunk is in
dependent of any pain complement. They suggest, however,
that in what .....er way the reflex is made it is probably not un
related to that which makes the pain, inasmuch as it is relievt'd
by cocain locally applied, just as the pain reflex is stopped.
Overdosing with cocain makes nausea return in these cases.

DISCUSSION.

DR. HARMON SMITH, I\'ew York: I have nothing to say
concerning- the first paper of Dr. Sluder, but wouhi like to cite
a case similar to the one mentioned in his second paper which
came under my observation three years ago.

A man, abont forty years of age, had been under the care
of Dr. Gruening of Xew York City for a number of years,
who at periods of about six months had marked nausea with
projectile vomiting of such severity that he would hav<: to give
up his business for about a week. As a corrective of' this con
dition, Dr. Gruening would cauterize the nasal septum at its
apex of deviation, and shortly following this, the patient would
recover from his nausea. After Dr. Groening's death the
patient was' referred to me by one of the doctor's former asso
ciates, with the recommendation that I correct the deviated
septum by a submucous resection as a permanent curative
measure. I protested against assuring the patient that this
operation would be a successful one and performed the resec
tion with this fact impressed upon his mind; to my surprise.
however, the patient has now had no recurrence of his nausea
for a period .of three years since the date of the operation.

I have had a second similar experience since this first case
and assured the patient, with reasonable emphasis, that the
nausea' would be relieved by the submucous resection,· and the
subsequent facts have borne out this assurance. In both these
cases the septum was markedly deviated, creating pressure
against the inferior turbinate, and I believe the nausea to have
been reflex associated in some manner with the nasal ganglion.

DR. EM IL :vI AYER, I\'ew York:. I would like to say that in
association with the cases of dysmenorrhea that I have men
tioned more than once, and have relieved frequently by intra
nasal treatment, there is also this question of vomiting, which
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I have, ~owever. put into the category, as Dr. Sluder says, of
being associated with the pain, but nevertheless, the relief of
the nausea is just as permanent and just as quick as the relief
of the pain in cases where the relief follows.

Perhaps I might say in this connection that in recent years
I have more .and more tested these cases of dysmenorrhea
by cocainization at the time of the painful menstruation, and
to learn whether the patient did get relief from an applica
tion of cocain to. the sensitive spots, and in most cases where
relief was immediately occasioned, subsequently put trichlora
cetic acid on the parts, and I have just, before leaving home
heard again of two more very successful results following this
line of treatment.

DR. GREI';NFIl':LD SI.Unr~R. St. Louis (closing:) I am greatly
interested in Dr. Smith's report. I can add nothing to.it. It
is an observation which I think ought to go in with the record
of these cases, I can understand how in a greatly irritated
state of the nose the reaction may be projected from a poin~

elsewhere than the nasal ganglion, from any part, inasmuch
as the sympathetic supply of the nose comes through the gan
glion and proceeds to the nasal cavity.

COL. CHARLES W. RICHARDSOX, Washington, then presented
some of the remarkable results that had been attaineq under
his direction in the hospital at Cape May, in the reconstruction
work of soldiers who had become deaf as a result of war in
juries.

Three young soldiers were presented who had been taught
"lip reading" under the auspices of the government. These
young men were totally deaf, and their ability to converse and
understand by means of "lip reading" was of extraordinary
interest, and was received with great applause. Col. Rich
ardsonalso presented a number of young women who had been
assisting in this department, together with the lady in charge
of the service, and these were requested to rise and were
greatly applauded. .

Col.' Richardson then spoke as follows:
"It gives me great pleasure, at the request of the president

of the laryngological society, to bring the patients, and teachers
of the Section of Defects of Hearing and Speech, whom I
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utilized for demonstration before the American Otological
Society, to a demonstration before the American Laryngologi
cal Association.

"I regret exceedingly that I have only the patients who have
been treated for defects of hearing. Had I known you might
request me to bring my patients before you, I should have had
also some of the cases of corrective speech work, which are
as remarkable. if not more so, than tho~e of the Section of
Defects of Hearing.

Hi wish you to take cognizance of my aides, to whom all
honor is due for this work. It is only that the director can
organize and direct. It is through the instrumentality of his
instructors that he obtains the results, and I want to pay tribute
to the remarkable efficiency, cooperation and enthusiastic aid
furnished me by this band of teachers.

'''Our treatment has been through the individual instructive
method, intensive in its character, the patients having from
one to three or four half-hour periods each day as long as
they could accomplish results without fatigue. They have had
practice among each other, and with the use of the mirror. In
other words, it has been our object to keep these patients in
a complete and continuous atmosphere of speech reading, so
that the new line of transmission of visual conception of sound
waves may be conveyed by the visual track to the auditory
center instead of by the old method through sound waves con
veyed through the auditory track.

"In order to create and maintain this at its highest degree
of perfection it is necessary to have intensive work. These
patients whom you see have had only the average"period of
training in speech reading, about two and a half months, and
in them you see as perfect a type of speech reading as it is
possible to produce."

A Symposium on Streptococcus Hemolyticus Carriers
Clinical Aspect.

By ]OSF.PII H. BRYAX, LIF.C'I'.rCOI,., :M. C.,

W ASHII\'GTON.

The role the tonsil plays in harboring infectious organisms
has long been known, but its importance as a disseminator of
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disease has only been recently recognized, or at least appre
ciated. As a carrier of the diphtheritic bacilli it has been
demonstrated that it has a very decided influence on the indi
vidual's social and economic value, as far as the public health
is concerned. But by its recognition as a carrier of the strep
tococcus as a secondary invader, its dangerous role has been
greatly increased. It added only a large assembling of men
from all walks of life in the camps all over the country when
the new army was being mobilized in 1917, for various acute
infectious diseases to develop, especially scarlet fevet and
measles. It was the latter which more extensively prevailed,
and you will all recall how.frequently the sequc1re, laryngitis,
bronchitis and pneumonia with empyema, followed. The re
sults were so serious as to cause great concern to the medical
officers of the army, and alarm as far as the general public
was concerned.

The streptococcus that was the greatest factor in producing
these serious complications was that known as the hemolyticus,
an organism producing a lysis of the red blood corpuscles.
The infection is secondary in character, and is ascending or
descending; in the former, sinusitis, otitis media and mastoid
itis; and in the latter, laryngitis, bronchitis, pneumonia, and
frequently empyema resulting.

No doubt, many of these cases entered the army from civil
life as carriers. Levy and Alexander (2), in an examinatioll
of 489 new recruits from various section.s of the country,
found 14.8 per cent carriers'Q..[ the streptococcus hemolyticus.
These findings are interesting and very instructive when c:om
pared with their further investigation made on troops after
six months' service, alI being apparently healthy men. Of
ninety-five men from one company examined, "eventy-nine,
or 83.2 per cent, were carriers of streptococcus hemolyticus,
64.3 per cent being heavily infected. The inference is this
increase in the disease was acquired in hospital from the origi-
nal carriers. .

It would have been interesting if we- could have determined
the evidence of streptococcus carriers in all patients immedi
ately on their admission to the hospital, but this was not possi
ble. The probabilities are that" many of these cases entering
the hospital for other than throat and nose conditions were

 at UNIV OF PENNSYLVANIA on June 24, 2015aor.sagepub.comDownloaded from 

http://aor.sagepub.com/


1238 AM~RICAX r.ARYJIIGOI.OGIC.\I. ASSOCIATTOl'i".

carriers, and were only discovered after an indefinite stay.
The isolation of all carriers was strictly carried out, no one

from outside was permitted to enter this ward save the med
ical officers, nurses and corps men assigned to the care of these
cases.

Clinically these patients presented the usual variety of throat
and nose disorders found in the average clinic. The tonsils
were either hypertrophied with follicular degeneration, small
and degenerated, or submerged.

We divided the cases into five groups for treatment and
observation. Group 1 received no treatment, group 2 received
a hot alcohol gargle (20 per cent in water) every four hours
during the day, group 3 received a hot Dobell's solution gargle
every four hours during the day, group 4 received an appli
cation of a 5 per cent solution of dichloramin-T in chloroco
sane to the face of the tonsil every four hours daily. group 5
received an application of a 25 per cent solution of nitrate
of silver every four hours. These cases were all discharged
aftr two successive negative cultures were obtained on sepa
rate days.

That obtained from a 2S per cent solution of silver nitrate
gave the best results in that the stay in the ward before two
successive negative cultures were obtained was only 8.8 days.

Postoperative findings in a series of twenty cases showed
pure streptococcus hemolyticu~ from the crypts of the excised
tonsils in eighteen cases, or 90 per cent; negative in two cases,
or 10 per cent. Adenoids were found in three of these cases.
and were positive in one case, or 337:3 per cent, and negative
66% per cent. Of these twenty cases, six, or 30 per cent,
never gave positive culture after operation. The remaining
fourteen showed positive culture from the fossre. and they
were treated daily with a local application of a 10 per cent
solution of silver nitrate. These throats became n~gative in
10.7 days after operation.

From the above, it will be seen how futile local treatment
is in attempting to eradicate the streptococcus hemolytictls
from the tonsils.. While it f\lay be possible to sterilize the sur
face of the tonsil and some of the crypts, ther~ will neverthe
less remain a number of' these. crypts that are inaccessible to
any (hemical means of disinfection. Granting that all the
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crypts were accessible there still remains the possibility of still
further disea:ie in the deeper and more inaccessible parts of
the gland. It is ptobable within the' experience of all who have
enucleated many tonsils to find on sectioning a large or even
multiple abscesses which gave no evidence of their presence.

The Bacteriology of Throat Carrlel"ll of Streptococcus Hemolytlcus,_

By HI~NRY J. NICHOLS, I..ieut.-Col., M. C...
In hemolytic streptococcus infections, the ca'uier problem

is difficult. Xa virulence test or differentiation of groups is
available, and the number of apparent carriers may be very
large. In a recent survey of attendants and patients at the
Walter Reed Hospital, Simmons found the weekly carrier
rate in :\1arch and April to be between 50 and 90 per cent,
with no cases of streptococcus pneumonia. By analogy and
experience we are forced to believe that some of these organ
isms found carriers are pathogenic and that others are prac·
tically saphrophytes, but until we know which, are equally
forced to consider thetn all as potentially dangerous.

The term streptococcus hemolyticus has been recently coined
and i1l'itself does not stand for a definite biologic species. It
means simply hemolyzing streptococci, of which there are at
least two kinds, human and bovine. For clinical purposes,
however, it is synonymous with the old'er term "streptococcus
pyogenes," which culturally forms a single species.

In a series of ten cases of severe streptococcus infection
compared with ten cases of severe pneumococcus infection, at
the vValter Reed Hospital, no difference could be seen in the
hemoglobin estimations; both series showed a secondary ane
mia averaging about 70 per cent. Like pigment formation in
certain bacteria, the property of hemolysis in streptococci
seems to be a metabolic activity that has no clinical equivalent.

The detection of carriers of streptococcus hemolyticus is
fairly simplf; and resolves itself into a question of obtaining
suitable material from the patient and of making a suitable
examination in the laboratory. The crypts of the tonsils are
the most frequent habitat of hemolytic streptococci.

The evidence for his conception is as follows: (1) Cultures
from the surfaces of the tonsils are positive marc frequently
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and more strongly than cultures from any other area of the
nasopharynx. (2) Crypt cultures in vivo are 'positive in a
higher percentage of cases than surface cultures. (3) Crypt
cultures of excised tonsils are positive in a high percentage.
(4) Excision of the tonsil is the surest way of curing car
riers, Under these circumstances it is evident that cultures
of the tonsils are the most reliable source of material. In a
series of fifty normal cases examined at the Walter Reed Hos
pital, 28 per cent were positive with the ordinary throat cul
tures, while SO per cent were positive by crypt cultures, an
error of 22 per cent in the ordinary examination, A proper
tonsil culture can be taken only with due care as to exposure
and instruments, and is preferably made with the help of a.
laryngologist, although a light massage of the tonsil with the
end of the swab suffices to bring out crypt contents in most
'cases.

Streptococci in such material are not very delicate and with
6tand some drying and change of temperature, but of course
should be cultured with reasonable promptness. The standard
culture media for the first inoculation .is blood agar.

Milk can, of <;ourse, 'spread hemolytic streptococci, but the
bovine types are of no clinical significance, and milk is danger
ous only if it has been contaminated by human strains. This
differentiation may rule out a few cases of bovine strain
carriers.

By analogy, with the pneumococci the most promising field
is that of differentiation by agglutination. As is well known
in the case of the pneumococci, the separation of type has been
of great value in diagnosis, prognosis, prevention and treat
ment by focusing attention on certain groups which are more
important than the ordinary pneumococci found in the mouth.

It is to be hoped that bacteriology may also contribute some
specific answer to the following questions:

Is the chronic carrier the reservoir of streptococcus infec
tions or is the disease spread chiefly by cases and by acute con
tact carriers? Is the chronic carrier dangerous to himself or
is he immune? So far the answer to these questions must be
attempted on epidemiQlogic evidence, as no reliahle te'st for
virulence or immunity'is available in the way of skin reactions
or serum reactions.
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SUMMA~Y.

1. Satisfactory carrier work in the effort to control the
spread of hemolytic streptococcus infections is difficult for
the following reasons:

(a) The carriers may be very numerous, including over
. one-half of the population.

(b) The streptococci found are nearly all identical cul
turally with each other and with streptococci isolated from
streptococcus lesions.

2. The problem-will be made easier if progress is made in
regard t<r-

(a) A virulence or specific test to determine tht' danger of
chronic carriers to themselves and others.

(b) Some differentiation of groups which would limit the
work to a practical basis.

RECOM MENDATIO:-IS.

The medical officers who have taken part in this symposium
ha·ve agreed on the following recomme!1dations in regard to
the streptococcus hemolytic carrier problem in the anny:

1. Our knowledge of hemolytic streptococcus carriers is
incomplete, and evt:ry effort should be made to answer the fol
lowing questions':

(a) Are streptococci found in carners all of equal impor
tance, or are there different groups which differ in clinical
significance? .

(b) Is the chronic carrier dangerous to himself?
(c) Is the chronic carrier dangerous to others, or is the dis

ease spread chiefly by cases or by case contact carriers?
2. In the absence of knowledge on these points, no final

program for handling the problem can be stated, but C!- tentative
program should be adopted, which in case of doubt should err
on the safe side. _

3. When no streptococcus disease is present and in off
seasons.

(a) For soldiers in hospital. Incoming patients with throat
infections should be cultured for hemolytic streptococci. Any
positive case with diseased tonsils sho.uld have a tonsillectomy.
Clean and infected measles wards should be maintainel1 for
practice in ward technic.
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(b) For soldiers in barracks. Clinical and cultural sur
veys should be made for the detection of chronic streptococGUS
infections, such as tonsillitis and otitis media, which when
discovered should be treated to remove possible foci of future
epidemics.

4. In the presence of streptococcus complications and dur
ing the streptococcus season.

(?) In the hospital.
1. X0 carriers among attendants should be allowed in sur

gical wards or in wards with respiratory diseases.
2. A streptococcus isolation ward should be established to

handle special cases.
• 3. Positive and negative measles pneumonia and nose and
throat wards should be maintained with strict technic.

4. All admissions should be isolated until distributed to
wards.

S. Throat cultures for hemolytic streptococci should be
made on all admissions with respiratory' diseases for record.

(b) In barracks.
1. Recruits should. be held for observation and cultured.

Positive cases should be separated from negative as far as
possible.

2. Clinical and cultural surveys should be made to pick out
cases of tonsillitis, otitis med.ia, and sore throat, which should
be sent to hospital.' .

V. In the absence of exact knowledge and with due regard
to military necessity, no attempt to isolate all streptococcus
carriers is advocated at present.

Bacteriology of StreptococCU8 HemolytlcU8.

By MAJOR ALPHONSJo: R. DOCHEZ, M. D.,

NEW YORK.

The complete biologic clqssification of any pathogenic micro
organism presents a very complex problem. The first phase
of the undertaking concerns itself with the development of
reliable methods for the determination of antigenic differences
between members of the species and the application of these
methods to the discovery of the immunologic relationship be
tween a limited number of strains purposefully selected. In
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this way the degree of similarity and diversity of types is
shown and also the probable number of types, and the propor
tior~ of classifiable to unclassifiable strains. The next step of
necessity is the testing of the adequacy and universality of the
information so gained by applying the tentative classification
to a large number of strains of the organism obtained under
what may be described as normal conditions of pathogenicity.
That some sort of equilibrium has been established in nature
arfIong microorganisms that have produced disease over long
pericxls of time is not unlikely. Indeed, evidence obtained
from the study of pneumococci support!; this view, although
departure from the norm"'- may occur upder special conditions.
After the relationships of the pathogens of the species to one
another have been discovered, it then becomes important for
purposes of epidemiologic study to compare by the same meth
ods the pathogenic with the saprophytic ·varieties. Such a task
requires years for its completion, and many difficulties and
seemingly unexplainable phenomena are encountered. In the
beginning, the broader lines of differentiation must be drawn,
and divergent results discarded for the time being, since, if
the original conception is correct, most of the discrepancies
disappear with the advance of knowledge.

In this paper are pres~nted the facts so far obtained in the
present study of S. hemolyticus, in accordance with the plan
outlined above. The strains were collected in a limited com
munity during the course of what may be considered an epi
demic of bronchopneumonia secondary to measles. Individ
uals, however, from all parts of the United States were pass
ing rapidly through this community, which was a center for
primary training of the aviation service. so that a wider range
of territory is represented than the immediate community it
sel f. All the strains were investigated as to their cultural re
actions, bile solubility, capacity to hemolyze red blood cells
and to ferment the different test sugars, and as to the hydro
gen ion concentration limiting their growth, and thus identified
a~ accurately as possible with S. hemolyticus of the human
type.

A technic was then developed for studying the immunologic
reactions of agglutination and protection. By the reaction of
agglutination four distinct immunologic types and a certain

 at UNIV OF PENNSYLVANIA on June 24, 2015aor.sagepub.comDownloaded from 

http://aor.sagepub.com/


1244 AMeRICA:" LARYNGOLOGICAL ASSOCIATI01'I.

number of unc1assmable s1rains have been discovered among
the 125 strains studied. Individuals of the same type are'

'closely related to one another immunologically, and the differ
ent types can be sharply distinguished one from the other: In
addition to the four types, study of the reactions of which has
been completed, there are in addition two other types, investi
gation of which is as yet incomplete. The technic of the agglu
tination reaction demands great care, both as regards the hanq
ling of the organism and the -preparation of the medium for
their growth. In the medium used by us, a large percentage of
strains have grown ,sufficiently diffusely to permit the prep
aration of stable suspensions. To what extent continuous
growth in this medium has promoted the tendency to diffuse
ness, and whether the same percentage of freshly isolated
strains will grow diffusely, we are, as yet unable to say. We
have found that by by the immunization of sheep, a 'highly
specific agglutinating serum is obtained, but that the serum
produced from rabbits is not so specific and may show a
wider range of crossing, especially in one of the types of strep
tococcus described. Variations in the specificity of different
animal sera have been observed' by students of the immuno
logic reactions of meningococcus. In order to fully under
stand this phenomenon, it would be necessary to l'ompare the
specificity' of immune sera produced from different species of
animals by means of the method of absorption. It is not as
yet possible to undertake this kind of an investigation of S.
hemolyticus. The observation has been made, however, that
rabbit sera showing nonspecific cross agglutination reactions in
general fail to manifest corresponding cross protection re
actions.

Whenever it has been possible to raise the animal virulence
of strains of S. hemolyticus, the evidence obtained from the
agglutination tests has been confirmed by that gained from the
protection reaction. In all instances in which this has been
done. the one reaction has corroborated the findings of the
other. The performance of reliable protection tests has been
made possible by the production of sufficiently, high titer anti
Rtreptococcus sera, and by the possibility of raising the animal
virul~nce of a certain number of strains to a high degree. The
types of S. hemolyticus have been noted as Type S 3. Type
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S 23, Type S 60 and Type S 84, from the serial numbers of
the representative straiJls.. This nomenclature is not put forth
as a final one, since we realize that probably many other human
types exist, to say nothing of the bovine and cheese varieties,
and that the proportional distribution of the different varie
ties pathogenic for human beings may be very different from
that represented by this work. Streptococcus is the largest
of all pathogenic groups of bacteria, and many years will be
required to bring out the information necessary to the per
fecting of an adequate classification.

It is of considerable interest that all the members of Type
S 60 ferment mannit, and that none of the members of the
other groups so far encountered ferment this sugar. A few
unclassifiable strains, however, have been found to be mannit
fermenters. .

This work has cleared up a number of points about S. hema
lyticus which have been in dispute for years. In the first place,
S. hemolyticus of human origin is not a unit type as was pre
viously supposed, but probably consists of a number of types.
at least four of which have been definitely identified. Previous
investigators have stated that freshly isolated human strains
change their antigenic properties on animal p~ssage, and that
the latter procedure for the development of animal virulence
gives a common antigenic character to all strains. We have
found no evidence to support this contention-in fact, immune
sera produced with human strains that have never been passed
through animals afford a high degree of protection against
strains that have received many animal passages. In addition,
the antigenic differences between strains of S. hemolyticus
which have been passed through animals are quite as distinct
as those between strains which have not been so passed. The
types of S. hemolyticus have been studied almost exclusively
from the respiratory tract and from a limited source of supply,
and there is some reason to believe that those which produce
cellulitis, erysipelas and septicemia may be of somewhat dif
fen'nt character. It is, therefore, readily seen that but a be
ginning has been made in the classification of S. hemolyticus,
and that before the classification is complete, and the rela
tive dominance of the different pathogenic varieties deter
mined, much work must be done.
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The Relation of Streptococcus Hemolyticul Carrierl to Strepto
coccua Epidemic'" I" tho Army.

By CAPTAIN FRANCIS G. BLAKF., M. D.

The widespread hemolytic streptococcus infections that have
occurred in the army have resembled hemolytic streptococcus
infections in general in that they have been truly· epidemic in
character ,md have been almost entirely secondary, not pri
mary infections. These infections have in large part affected
the respiratory tract because the predisposillg diseases which
have prepared the soil for secondary streptococcus invasion
have been respiratory diseases-measles, influenza and pneu
mococcus pneumonia.

The relation that hemolytic streptococcus carriers have
borne to the development of these streptococcus epide!TIics is
one of the most important phases of their epidemiology. Three
types of streptococcus carriers must be recognized: (a) Chron
ic carriers, individuals who harbor hemolytic streptococci in
the crypts of their tonsils over long periods of time; (b) con
tact or temporary carriers, those who acquire the hemolytic
streptococcus and carry it for a relatively short time without
its causing them any apparent injury; and (c) acute carriers,
those who acquire the organism and in whom it produces dis
ease.

Two points of view with respect to the relation of strepto
coccus carriers to streptococcus epidemics have been advanced.
The first is that the streptococcus infections are autogenous
in origin, arising from streptococci innocently harbored in the
tonsils. The other is that the secondary streptococcus infec
tions are in large part due to invasion of virulent ..trains from
outside the body-that is, to contact infection. Examination
of the available evidence would seem to indicate that the theory
of contact infection is the only logical one with respect to the
widespread streptococcus epidemics tnat have occurred in the
army. This opinion is supported by studies made at Camp
Pike, which showed that in the absence of a streptococcus epi
demic the incidence of streptococcus carriers among normal
men and among patients admitted to the base hospital with
measles, influenza or pneumonia was relatively low, not ex
ceeding 10 per c.ent in any of the groups studied. These may
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be considered chronic carriers. Following the outbreak of
an epidemic of streptococcus infections the incidence of strep
tococcus carriers among normal men and. among patients ad
mitted to the base hospital with influenza '!lhowed an increase
of from 100 per cent to nearlY' 400 per cent. This increase
of carriers was due to the dissemination of streptococci coinci
dent with the epidemic, and represents a group of contact car
riers. Secondary streptococcus complications occurred exclu
sively among these contact carriers. chronic carriers of hemo
lytic streptococci among patients with measles, influenza and
pneumonia remaining free from streptococcus complications.
Highly fatal ward epidemics of streptococcus pneumonia
among patients 'with influenzal pneumonia were shown to be
due to contact infection and were directly traceable to acute
carriers of hemolytic streptococci introduced into the wards
in which streptococcus epidemics broke out.

Even should it be granted that a large proportion of the
population innocently harbor hemolytic streptococci in their
tonsils as chronic carriers, it is difficult to maintain the theory
of autogenous infection, since it predicates an equal coinci
dence of streptococcus complications of measles and pneu
mOI1ia" at all times, an occurrence which is quite out of har
mony with the truly epidemic character and strikingly selective
incidence of these infections as they have existed in the army.

The relation of chronic carriers to the development of strep
tococcus epidemics is uncertain and must remain so until
means are available for showing whether the hemolytic strep
tococci harboted by them are immunologically identical with
those responsible for the epidemics. It is not impossible that
they may be the initial source of these epidemics. From the
point of view of prevention it would seem wise to consider this
assumption as true until it is disproved or otherwise. It must
not be overlooked, however, that the starting point may equally
well be found among a number of acute carriers represented
by cases of streptococcus tonsillitis. which are probably not
infrequently present among large groups of drafted men at the
time of their arrival in camp.

Sufficient evidence is available to show that the contact or
temporary carriers of hemolytic streptococci bear an intimate
relation to the streptococcus epidemics of the army, even if
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only a time relation. It seems not improbable that they rep
resent to some extent the intermediate hosts, if the term ~ay

.be used, which help to disseminate the streptococci and assist
in increasing their virulence by. frequent passage. It is equally
possible that the contact c.arrier plays only a passive role ex
cept in so far as he becomes an acute carrier in the presence
of a predisposing disease.

The part played by the acute carrier in the spread of hemo
lytic streptococcus infections cannot be too strongly empha
sized. It.has been clearly shown that he is an actual source of
great danger. The introduction of an acute carrier into a ward
devoted to the care of respiratory diseases may be followed by
a rapidly spreading and highly fatal epidemic of streptococcus
pneumonia, which is comparable in all respects to the old time
hospital epidemics of puerperal sepsis. Rigid isolation of
every such case, whether it be a mild streptococcus tonsillitis
or a severe streptococcus pneumonia, is the clear indication

DISCUSSION.

CQ[,. F. F. RuSSEr.r. (D. S. A.): Mr. President, last night
in his address Dr. Flexner drew attention to the question of
epidemiology and recent epidemics, and in tracing the history
of influenza showed that it probably had a home at some place
on the Russian-Turkestan frontier, and that from that home
it spread over the world from time to' time; that anterior
poliomyelitis spread over the world from time to time from its
home in northwestern Europe (Scandinavia). 'The strepto
coccus problem that we have just heard about represents in a
somewhat different way the same condition.
W~ have had from time to time epidemics of streptococcus

infections, and the papers that we have heard present the
last and best work that has been done in tracing back the epi
demics to their home, which is in this case a widespread .en
demic home. We apparently have the seeds of an epidemic
always with us, ready to break out when the conditions are
favorable, as they were during the war. During the first part
of the war measles was the primary disease which so altered
the respiratory mucous ·membrane that the. hemolytic strepto
coccus was enabled to invade the respiratory organs and pro-

 at UNIV OF PENNSYLVANIA on June 24, 2015aor.sagepub.comDownloaded from 

http://aor.sagepub.com/


SOCIETY PRoctEDtNGS. 1249

duce a terrible .epidemic of bronchopneumonia with whiCh you
are all familiar.

The experience of last year which Capt. F. G. Blake has so
well described shows that the same conditions surrounding
streptococcus pneumonia are practically the same as those sur
rounding erysipelas and puerperal fever, and that one ought
not to admit into a ward full of patients with pneumonia or
respiratory disease of any kind, a case of streptococcus pneu
monia any more than he would think C}f admitting a puerperal
fever case into a ward full of puerperal women. .

In these papers, which we have been so fortunate, as to have
today, we have gone a good step further and gotten down to
cases that are on the borderline. There is.no doub,t I think,
that we can all accept Captain Blake's point of view that the
case of acute virulent streptococcus disease is the source of
danger to everyone with whom it cOlJIes in contact in a ward.'

I think these papers show quite clearly what our work is to
be. We must study the prevalence of a chronic streptococcus
carrier. Whether we will find in civil life in times of peace
when things are settled that the streptococcus carrier during
the winter season is as common as it was in the camps or not,
is the first thing to find out.

We want to know what is the duration of the disease, wheth
er the associates of the chronic carrier remain healthy or
develop disease.

Along the lines which Dr. Dochez has started we can work
on the bacteriologic side and try to find out whether the strep
tococci obtained from these chronic carri.ers are potentially
able to cause epidemics of streptococcus diseases. The whole
question of the streptococcus from its bacteriologic standpoint
has been most difficult, and although it has been taken up
from time to time to solve special problems, the work has lan
guished frequently and even gone backward from time to
time'; but I think this work which we have heard today rep
resents an advance that is greater than anything that has hap
pened in recent years.

So long as we were unable to differentiate clearly between
different kinds of streptococci, very little progress could be
made. The field was too broad, and it was .impossible to make
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progress, but in the last two years the field has been much
narrowed. •

We know that the streptococcus pyogenes or the hemolytic
streptococcus is the cause of the severe infections. The other,
110nhemolytic streptococci, we can afford to disregard cqm
p1ete1y in this respect; that throws out an enormous number
of streptococci which need not be further considered in this
connection. Then we have a large nllmber of hemolytic strep
tococci which are found in milk and cheese and bovine mas~

titis. We have also found methods and good reasons now for
excluding those from consideration. They do not seem to be
of any importance in human pathology, and that narrows the
field very greatly until we have now a hemolytic streptococcus
which comes from human sources and which is found in these
epidemics and also in the acute and chronic tonsillitis.

These organisms are all we need to study, and Dr. Dochez
has shown how it is possible to split them up into four groups
which can be further studied. We have got to find out some
way of telling whether they are virulent or not, and whether
they are pathogenic to hu~an beings. Those are two difficult
problems, but, perhaps, they are not insuperable.

Of course, that solution for our difficulty during the war
was not possible. We couldn't very well break up our camps
and send the men home. It was done. however, in the Civil
War, and some regiments of Southern troops were disbanded
and sent home because of measles. Now, we have got to
work out some more satisfactory solution for taking care of
streptococcus cases in a hospital than by refusing to take them
in. That it can be done I think is reasonable to believe, and
by following out the recommendations which have been read
here we will go a long step toward preventing cross infections
in hospitals due to streptococcus.

We will have opportunities, I think, in civil life just as well
as in the army during the war, to study out these problems
perhaps better opportunities, because we were so swamped
with the enormous number of cases that not everything that
we wanted to do could be done; but we have at least gotten
some general principles to work upon, and in our children's
hospitals, and especially- in the nose and throat wards, this
subject can be followed out. We can trace the natural history
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of streptococcus infection of the tonsil from month to month
and from year to year. If we can find, each of us, a couple of
chronic streptococcus carriers and study them as long as they
remain carriers without giving any treatment, we will learn
the duration of the disease, and whether secondary cases arise
from those primary foci-that is a problem which must be
solved before we will know just exactly where we stand, and
that can be done much better in our hospitals in time of
peace than it could be done during the war.

T think that nothing which has come out of the war has been 
any better than this work on streptococcus infections. I think
that now the field is pretty clear. We know what we are deal
ing with, we know what the problem is, and there is nothing to
prevent us getting together and making a program and work
ing it out through as many years as may be necessary to bring
it to some satisfactory solution.

Dh. ~TANTON A. FR~EDnERGJ Chicago: One of the readers
made the statement that it is pretty well agreed that hemolytic
streptococci are not very often found in the throat in the ab
sence of epidemics. My experience in the examination of
tonsils, while I was engaged in some focal infection work,
showed that quite a number of tonsils, perhaps sixty per cent,
contained hemolytic streptococci in their depths.

Weare handicapped, of course, to a great extent by the fact
that we have not the same possibility of obtaining aid in re
gard to the virulence of the organism that we have in the case
of other carrier diseases. The laboratory work is progressing
along this line, and no doubt before long it will be of consid
erable aid in solving this factor.

While at Camp Doniphan, we had a rather extensive diph
theria carrier epidemic. We discovered that in every instance
of a chronic carrier there was an underlying pathologic con
dition at fault. When this was corrected the carrier condition
disappeared.

Emphasis ha:s been made particularly upon the condition in
the tonsils. We found that there were other sources responsi
ble for the dissemination of infection, and that led to a more
careful examination of the nose. There are quitt' a number
of cases where sinus disease is just as potent a factor in dis
semination. In these cases the tonsils n!ay be removed. but
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the condition will go on just the same. I think if we follow
along the lines that we have found to be efficient in other car
rier problems, we are going to progress from a clinical stand
point. We will have to do this until we can get more clinical
aid from the laboratory.

From a clinical standpoint, when we find a chronic carrier
with a pathologic process present, even though we are not
able to determine the virulence of the organism. we are justi
fied in correcting the pathologic condition.

THE PRF.SID~NT: We have a distinguished visitor, who has
done a great deal of work in stratghtening out bacteriologic
problems, Dr. Swift. We will be glad to hear from Dr.
Homer F. Swift.

DR. HOMER F. S'VIFT, New York: We have not touched
upon the other broad field of .the nonhemolytic streptococcus
and their relation to focal infection, a much more difficult
field probably than the one we have heard discussed this morn
ing.

The conditions of the war have brought out this other phase
of the problem, hemolytic streptococcus, and you can readily
see from the discussion this morning in what an early stage
of the problem we are at present, and I think it is well to keep
in mind the relation of our present state of knowledge to the
total solution of the problem.

We are now probably going back to a more or less peace
time basis, and the relation of the carrier to the general prob
lem will be that of a peace-time basis. In the subject- of
chronic carriers, such as diphtheria and meningococcus, the
experience in the Expeditionary Forces. not only in our own
but in the British Army, show that the simple determination
of carriers by the laboratory was not the whole problem in
controlling the spread of disease, and that is the part of the
problem that I think we ought to bear in mind-that the
average medical officer was liable to cast all of the responsibil
ity up to the laboratory man in controlling the spread of in
fection. If there was an outbreak of diphtheria or one or two
cases, he would think that the determination of a carrier in
his company was sufficient to stop the spread of that infection.

We finally came to the conclusion that the examination of
the throat twice a day, the USe of the stick of wood in depress-
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ing the tongue and looking at the throat, was as important a
factor in stopping the spread of infection, as was the mere
culturing the throat, and I think that that just brings up the
problem that the clinician, the man who is examining the throat
every day, is going to help as much-maybe not as much in
adding new knowledge, but in the practical control, as much
as any other person. .

SiR ST. CLAIR 'l'HD:\ISON, London, England: This is the
1110st interesting paper that I remember to have listened to
since I heard :Metchnikoff speak on phagocytosis. I am not in
a position to judge it, but it strikes me that it may be true of
what Carlyle said of nations. He said "that no nation which
th9ught itself doing a great deed was doing a great deed;
that the great deeds were done by people who were not aWare
of it." And this symposium which we have listened to this
morning, I think, without exaggeration, may turn. out epoch
marking, immensely so.

I think, sir, although as I say I am not able to appraise the
value of the paper, but I think I am able to appraise the tem
per in which it has been produced, and that is the thoroughly
scientific spirit. The few points that I wished to ask about
have been entirely settled by Captain Blake's summary, which
shows the difficulties which, as I say, is the true scientific
spirit. I hope this symposium will go forth to those who are
able to appraise its value. It is of interest to me as focusing
once more our attention on the mouth. .

DR. NORVAL H. PIERce; Chicago, spoke to the query occur
ring in one of the papers of the symposium: "Is the chronic
carrier dangerous to' himself?" After returning to private
practice I selected approximately twenty-five patients who had
been referred for advice as to the justifiability of removing
their tonsils. These patients lived under the best conditions
and suffered from myostitis, arthritis or neuritis to a greater
or less degree. Some complained of occasional slight soreness
in the throat; others did not. Some exhibited peritonsillar
fibrosis, others did not; some hyperemia of the anterior and
posterior pillars, others not. Cultures were taken from the
tonsils of all these cases for a petiod extending over a month
or six weeks, at intervals of several days. In taking a culture
the tonsils were everted. the juice expelled by pressure and
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the platinum needle passed down to the bottom of the crypts.
Every culture yielded a hemolytic streptococcus. In this re
gard the t"ases could not be differentiated. However, they
could be divided into two classes. In one cl'ass, and that the
majority, were the patients with normal temperature. In a
second class, a minority (and .this is the point I wish to
register), were the cases which exhibited a sub febrile tem
perature and a leucocytosis constantly or at intervals. In a
celrtain percentage of the latter class it was ,found that by care
ful irrigation, massage and disinfection with nitrate of silver
of the crypts of the tonsils, the temperature and leucocytosis
returned to normal. I f an interval of time was allowed to
elapse without the employment of these procedures the tem
perature and leucocytosis returned, to disappear when the pro
cedures were resumed. This would seem to prove that some
chronic streptococcus' carriers are demonstrably dangerous to
themselves. It also is a point in aiding us to intelligently dif
ferentiate the tonsils which should or should not be removed.

DR. D. BRYSON DELAVA:-l, ~ew York: The disinfection of
carriers has engaged my attention for the past two years very
earnestly. I cannot go into the scientific side-that is far be
yond most of us and must be left to the gentlemen who have
been working the matter out-but there are one or two prac
tical points which seem to me to need a little clearer under
standipg.

At the Willard Parker Hospital I understand that all diph
theria carriers, children, have their tonsils removed. Now, in
my own experience., and in two words, I can illustrate what :r..
want to say: the tonsil is not by any means the only focus
of infection. Here is a series of twelve cases of diphtheria
carriers. In all, treatment has been carried out. They were
all adults, all young women, nurses, had been treated with
waters and various gargles of disinfectant character, and all
had remained with positive cultures. Under the use of the
dichloramin-T chlorcosane solution, applied after the nasal
cavities, upper pharynx and the tonsil had been thoroughly
prepared. as I have already described before the association,
and the surfaces clean~ed of secretion, the cultures in these
cases became and remained negative in three case!' after one
treatment, in two cases after two treatments, in four cases
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after three treatments, in two cases after four treatments, and
in one case after eight treatments, and in not one case did
the tonsils have to be removed. There was no tonsillectomy
in' anyone of these cases.

Of course, as Dr. Friedberg has told you, where the lym
phoid adenoid, either of the tonsil or upper pharynx, or any
part of the lymphoid circle of the throat are invaded deeply,
they must of necessity be removed, but in the ordinary case I
think the treatment without removal will reach a large num
ber of cases. At least it is worth while to apply that treat
ment to test it, and not to remove the tonsils in every case, but
to use the treatment for a few trials and if unsuccessful then
operate.

DR. T. PASSMORE BER£I'\S, ~ew York: I asked Dr. Bryan
just now whether he was including the tonsil exclusively, and
he tells me not by any means, that all of the upper air tract
is subject to become infected and become chronic or acute car
riers, and of course, I agree wiJ:h this statement

. DR. JOSEPH L. GoODALE, Boston: In making this introduc
tion of the silver nitrate, I trvnk we should avoid trauma or
anything o;imulating a direct wound of the crypts, We should
endeavor to go in and out again with the least damage to the
parts possible. We should not apply the treatment in the
stage when the individual is still making his antitoxin, but
only after he may be conceived' to have manufactured all
which he is capable of in that particular attack.

In Dr. Bryan's reply or in the replY,of the other reporters,
I should be glad if they will give us a statement regarding the
desirability of excising tonsils during the epidemic; whether
the cases destined for tonsillectomy should be kept under any
special mode of treatment, W'hether they use general or local
anesthesia, and whether the use of a general anesthetic in those
conditions is in their opinion detrimental.

In the first place, during the stage when in the system there
is proceeding the formation of antitoxin, we should do noth
ing in the way of sterilizing or endeavoring to sterilize the
tonsils, because the natural process through which the system
thof"oWS off the disease is the formation of toxin which. stimu
lates the formation of antibodies, thus rendering the tissues
less favorable for the further growth of the nitroorganisms.
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On the other hand, I think that we find a certain condition
where silver nitrate has been of very great value, and that is
after suffering with debility and perhaps occasional exacerba
tions of his fever. If we find under those circumstances cer-'
tain of these crypts which are more or less occluded and which
contain white puriform material, and if we apply silver nitrate
or if we are able to enter the crypts and inject gently into
them through a canula some silver nitrate solution, I believe
that the individual in the majority of cases will promptly
experience a distinct sensation of relief.

Col. Russell and I have had a few discussions, most of them
friendly, bearing on the nose and throat topics. I was very
much interested in the recommendations which were quietly
slipped in, at his suggestion I think, at the end of one of the
papers. I think I can make these recommendations, from the
standpoint of the otolaryngologist, a little more crisp. In
other words, I should say, "No recruit should enter the army
with an abnormal nose or throat." If a recruit is found in
the army with an abnormal nose or throat, both, if possible,
should be made normal. Everyocase of llcute tonsillitis should
be isolated, in spite of the difficulty of bringing this about.
None of these three things, and I for one consider them essen
tial, were fully accomplished during the war just ended.

DR. GREENFIEI,D SLUDeR. St. Louis: A question simply:
Was any observation carried out upon the lingual tonsil? It
seems to me that these observations have all referred to the
faucial tonsils.

DR. JOSEPH H. BRYA~J Washington (closing): Mr. Presi
dent, it was not our intention to maintain that the tonsils were
alone the carrier, but the tonsil evidently is the principal source
of infection. The upper air passages may become involved
secondarily from any ascending infection, just as the pneu
monia is a descending infection. Now, after the topsils are
enucleated .and the fauces are perfectly normal, there may be
still infectious conditions in the nasal pharynx or in the
sinuses, but I believe that those cases are generally of a sec
ondary nature and will clear up under local treatment.

In rogard to the lingual tonsil, I don't believe that we carried
that. out, but if there 'has been any secondary involvement
of the lingual tonsil after the faucial tonsil had been removed
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and the cultures had been made, there would have been evi
dence of a positive culture from that region.

With regard to the enucleation of the tonsil during the
height of the epidemic, the object is to get rid of this source
of infection provided, other conditions being equal, it is neces
sary to remove the tonsil even in the height of an epidemic.

In regard to the use of the anesthesia, we removed the ton
sils both under general and local anesthesia. Personally, my
preference is for general anesthesia, other conditions being
favorable and there is no acute condition, no acute inflam
mation of the upper respiratory tract or any heart or kidney
involvement. The enucleation of the tonsils under local anes
thesia has many advantages, and I think many dic;advantages,
particularly when you have a hemorrhage. .

DR. JIE"'RY ]. 1\ICHOLS, D. S. X. (closing): In regard to
the importance of the tonsil as a focus of infection; I feel a
little responsible for committing Dr. Bryan to that, possibly
because I made a number of cultures of different areas of the
nose and ~hroat, including both sides of the nose, the saliva and
as many different areas as we could pick out, and always the
tonsil gave the strongest culture; then when those tonsils were
removed the rest of the area became free of streptococci.
Along the line of Col. Russell's suggestion that the laryngolo
gists take .uP some of these problems, I think that if some
of the laryngologists would find it convenient to study cases
who had had their tonsils properly removed, some light wQuld
be thrown on this subject from .the point of view of the car
rier problem. And my impression is that you will find very
few carriers among such cases. You will find carriers among
men who have had their tonsils improperly removed, as a very
small shred of tonsil tissue apparently can continue to carry
the organisms. It would seem that this subject could readily
be cleared up by follow up observations after tC'nsillectomy
in -earriers of streptococcus hemolyticus.

My experience has been that it is rare to find streptococci
in the upper air passages, outside of the tonsils and immediate
neighborhood.

I would like to say one other thing of a sort of general
nature-that those of us who are working from a laboratory
point of view sometimes get a one sided view of our own
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importance, simply because we don't always go along hand in
hand with the clinical workers as we should. In the recent
laboratory period of the study of syphilis it got to be so that
the practical question of the treatment of the patient would
be referred to a laboratory man who did not know about the
patient as a human organism rather than to a clinician who
ought to know all about him. While I appreciated the invi
tation to meet the clinician, I think also that the society should
be congratulated that Dr. Bryan had tried to develop the lab
oratory and the clinical side of this problem hand in hand in
stead of one pushing the other. We laboratory men like to
think that we take the initiative in things and lead the clin
icians in the way they should go; at times, perhaps we do,
but that i5 a one sided view of things. We have to work
hand in hand, and it seems to me very important that this
society cif practical laryngologists has taken enough interest
to want to be the leaders rather than to be forced along
later on. .
~A]OR ALI;HOXSE R. DoCHEZ, C. S. N. (closing): I should

like to draw attention to one point in which our knowledge is
still very defective, and on which I think it is most important
that statistics should be collected. You may remember that
some vears ago Smillie studied the incidence of hemolytic
strept~coccus in normal throats, and his report showed that it
is present in approximately one per cent of cases. These cul
tures presumably were made by swabbing the throat or the
tonsils, and it seems important at the present time to determine
whether these statistics would be materially varier! if careful
cultures were made from the tonsils, preferably making cul.
tures from the deep portions of the tonsil. This would show
us whether the incidence of hemolytic streptococcus in nor
mal individuals, when cultures are made simply by swabbing
the throat, is materially less than when' these cultures are
made from the deeper parts of the tonsil.

The cuitures, of course, from the tonsil should preferably
be made from individuals who have relatively normal tonsils.

CAPTAIN FRASCIS G. HLAKr:, C. S. X~ (closing): As I re
marked in my paper, it s~emed to me that ,the clear indication
is for the complete isolation of the acute carrier, anet I am very
glad to hear Dr. Goodale's remark that the ordinary case of
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t6nsillitis should be absolutely isolated. I think that should
be considered as essential as the i~olation of cases· of more
severe streptococcus infection.

The Extraction of Foreign Bodies From the Deep Portions of the
Face by the Natural Route.

By ::\L\]OR LA MAITRF.,

PARIS, FRAXCF..

(By Invitation.)

I shall speak very briefly of the removal of foreign bodies
from the maxillopterygoid fossa. I removed, I do not recall
the exact number, but about forty-two or forty-three foreign
bodies from the maxillopterygoid fossa. I adopt a special
technic, which is quite different from the technic which is
usually used. Generally it is through the skin route. After
having made an incision of the skin- the foreign body is re
moved, and I may show you, among many others, one case
in which a general surgeon ·had tried to remove the foreign
body in that way. This. makes an incision~which is always
disfiguring.· It must also be borne in mind that here the fa
cial nerve, the psychopathic process 'and the ascending ramus
necessitate a long and difficult operation.

Instead of passing through the skin, I tried (and succeeded)
in every case to operate through the mucous membrane
through the vestibulum of the mouth, by the natural route.
For instance, in MIe case you have seen the photo of (and here
is the radiograph) it was very easy to remove the foreign
body that a good surgeon might also be able to remove by the
classic external route.

Regarding the technic: The incision is made in about the
same manner as an incision made when we wish to qpen the
maxillary sinus, but this incision is a little back of that. This
enables us to reach a region which is between the as~ending

ramtts. which is outside, and the maxillary sinus, which is in
side, through this canal; the mucous membrane of course
being incised, it is possible to go very far, very deep, and
remove the foreign body.

The hdp of the radiograph is very impmtant. and is can
be used in three different ways: First, the classical radiogra-
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phy, whic:b. gives an idea 9f the location of the foreign body
and enables one to choose the route and, in that case, choose
the natural way. I think it is very important to put a probe

.iri the mouth at the place where we intend to open the mucous
membrane in order to have an understanding of the location
of the foreign body and to enter the mucous membranes with
the probe instead of through the skin incision.

But more important than that is the advantageous manner
in which we may work in cooperation with the radiographer.
It is not always the same radiographer. I worked with one
man during three months. one time, and I must remark on
the great difference in the way we were able to work together
at the beginni'ng than at the end of the time. At the beginning
it is very difficult to do this kind of work.

When the mucou~membrane is open I put a forceps at the
place in which I presume the foreign body exists. and at the
time 1 ask the radiographer to tell me at what place the for
ceps are in contact with the foreign body. He would tell
me. for instance, half a centimeter below or half a centimeter
above, and I change my forceps accordingly. Sqp1etimes I
myself am able to discover where the foreign body is. Some
times it is not possible and 'the foreign body is ~sped with
the help of the radiographer.

In some cases I was obliged to go through the sinus itself.
If the sinus is involved. it is better to follow the route that
the foreign body itself has followed, but generally, except in
cases where the frontal sinus is involved, I prefer to go out
side the sinus.

Sometimes the foreign body is very deeply seated, very
close to the lateral wall of the pharynx, and it is very difficult
to remove it because the external area of the subpterygoid
fossa. is like a wall between the foreign body and the forceps.
In that case it is possible (and I have done it) to remove the
foreign body 'by excision of the -external area, which is a dif
ficult way to approach the foreign bod)"'.

Xow, about the danger of this operation. I may say that
there is no danger at all. I have had no hemorrhage during
or after operation. 1 . had also some annoyance about the
muscles, and I may state that on the first day there was a cer
tain degree of muscular tremor, but this tremor disappeared
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in a few days, and I may say that sometimes the operation
enabled me to overcome some adhesionus and in some cases
to suppress some tremors which existed before the operation.

In conclusion. it is my finn conviction that the operatino
through the yterygoid fossa, in the same way that the max
illary sinus is, is in the province of the laryngologist and
neurologist because the best surgeons for that work are those
we have.

DISCUSSIOX.

DR. H. P: MOSHER, Boston: I was exceedingly i~terest{'d

in the paper of Professor La 2\1aitre because in 1915, when
I served a !'hort time with the British, I had a few of these
cases and extracted the foreign body by the only route then
known to me-the external route, and my troubles were many.
I am very much interested in the route he describes, and if it
should become my fortune to have any cases of this kind in
the future I shall certainly resort to it. I do not quite see the
advantage to be gained. however, in cases of ankylosis of the
jaw by working through the mouth. It seems to me that a
pretty wide incision is necessary in many of these cases in
order to get all the bone out that you should. For the present,
although I would like to follow Professor La Maitre, I think
I shall stick to the external route.

DR. ~. H. PIERCE, Chicago: I have had the pleasure of
being in the same beautiful city as Dr. Le Maitre through
some months, and I availed myself of the opportunity of see
ing him operate on these cases. I have also had the misfor
tune of attempting to remove some of these foreign bodies
that apparently were rather easy to extract and been very
much disappointed. The one thing that struck me with espe
cial force was the necessity of having a trained fluoroscopist
to work along with you. Of course the observer uses his
instrument while you are working and watches the approach
or the divergence, as it may occur, during the operation. One
cannot lay too much stress on the importance of this method
in the removal of foreign bodies in the depths of tissue any
where in the body, and especially in the face and neck.

Unfortunately, at our head hospital we did not get our
fluoroscope until we became a well organized general hospital,
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but we had the opportumty of using this method after a while,
and we were very greatly aided in discovering these bodies
largely in the deeper regions of the face. It is a very impor
tant addition to our procedure of extracting the foreign
bodies. For one, I congratulate Dr. Le ),iaitre for the ad
vancement he has made along these lines.

THI~ PRF.SIDBN'F: At Bellevue Hospital, with which I am
connected, we get a great many gunshot wounds. perhaps ten
or twelve a year, which .formerly, before the Head Surgery
was established, were taken care of by the General Surgeon,
but latterly they have preferred that we take care of them, and
they have been most bothersome. 'fhey are pistol wounds
usually, attempted homicide or murder, and they have given
us considera]}le trouble. We have usually tried the external
route, and it has been puzzling. v.,'e have not in our operat
ing room the facilities for working with the fluoroscopic
screen, so it has been a puzzle many times to get these foreign
bodies out. We have succeeded usually pretty well, but at
the expense of considerable time, loss of blood and not always
with the saving of the patient in bad cases. I recall one case
where one of my surgeons was operating for an hour and a
half on a bullet that had lodged in the pterygomaxillary fossa,
who thought he could get it by the external route. Finally
the house surgeon put his finger in the patient's mouth, after
the surgeon had been operating an hour and a half, and there
was the bullet right under the mucous membrane and easily
shelled out from a large hematoma surrounding it. It would
have been much easier to have located that with the fluoro
scope. The radiograph did not show exactly where it was,
but if we had had a fluoroscope and a probe it would have sim
plified matters very much.

An Unusual and Interesting Case of Nasal Syphilis.

By Cor,. CHARLF.S W. RICHARDSO~, :\'1. D..

WASHINGTON.

The speaker reported a case of a rather unusual type of
syphilitic infection of ~he mucocutaneous border: A woman
of fifty, otherwise healthy, presenting nothing of interest in
her family or previous history, developed a catarrh of nearly
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six months' duration, when a small growth developing issuinl)
from the left nasal orifice. This manifested itself in June,
1918. When seen by Dr. Richardson in January, 1919, it was
quite a large mass protruding from the nose to near the border
of the upper lip. It was nodulated, grayish white in color.
Perforation of septum in cartilaginous portion; necrosis of
lower portion of inferior turbinate; scar on soft palate. Diag
nosis: Condylomata, syphilitic. Wassermann ~ade immediate
ly with double positive result. Salvarsan admini~tered, with
the usual rapid result and di!Vippearance of growth. Dr. Rkh
ards.on insists upon holding these patients under treatment
until full cure is obtained.

DISCl:SSION.

DR. J. P. CI.ARK, Boston: I have seen a good many cases
of sYl-lhilis of the nose, and these three points I want to espe
cially emphasize. It is not recognized by the general practi
tioner. The lesion is usually very late in appearing, and it
occurs often in cases where there is no history of previous
manifestation of syphilis. I have made some notes of a num
ber of cases of syphilis of the nose which I have seen, but I
will read only a few notes of the last case that I saw illus
trating these points. A man, II. P. R., 41 years of age, mar
ried in 1903. He has a girl fourteen years old. and a boy nine
years old. He gave a history of having a cold last July. I
saw him in October, 1918. He said his nose had troubled him
since, stopping up at night. His physician had been trearing
him for hay fever all through the summer, but without any
benefit to the symptoms. He had a purulent discharge from
the nose. There was a symmetrically rounded sWP!1ing, about
five centimeters in diameter, at the upper central part of the
forehead (gumma). Tenderness on pressure over this tumor
and at the root of nose. Patient weighed ·119 pounds. There
was a marked swelling of the septum, almost obstructing right
nostril. :\1 ucous membrane very red, with small ulcers on
septum, dry crusts in both nostrils. A Wassermann test was
weakly positive. He was referrcd for general syphili.tic treat
ment and was seen again in April, 1918, and weighed 1290
pounds, had good color, and all local signs of syphilis had dis
appeared. There was no history whatcver of the primary
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lesion. He had been a student in Paris before he was married,
"in the early 1900's (he was married in 1903), and had been
exposed, but had never had any lesions of syphilis.

Delayed Secondary Hemorrhage Complicating Tonsillectomy.

By VIRGINIl:S DADXEY, M. D.,

WASH Il'i'CTOX.

Secondary h~morrhage is comparatively rare, and one
occurring ten days after oper~tion is especially so. The
writer presents four cases of secondary hemorrhage delayed
beyond twenty-four hours after operation for the removal of
the faucial kmsils. Two of these were under loc'll anesthesia
without adrenalin, and were tonsillectomies; the others were
under ether and the cold snare.

The first case was that of a girl of eighteen, operated under
local anesthesia, heRlorrhage occurring on the second day.
Ice placed and held firmly in the fossa checked the bleeding.

The second case, also local anesthesia, free bleec!ing during
operation, secondary hemorrhage six hours later. Ten days
later, free bleeding while patient was walking in the street.

The third case was operated upon by another surgeon one
week previously, and there had been much difficulty in arrest
.ng the flow of blood at the time of operation. He remained
in hospital five days, ~ith no bleeding. Two days later he
was wakened by a sensation of strangling and his mouth full
of, blood. The flow was so persistent and profuse, and the
throat exceedingly irritable, so that all measures used failed
to control the flow more than for a few minutes at a time.
The patient was brought to the hospital and anesthetized with
great difficulty, as he was vomiting blood freely. A jagged
tear in the middle third of the posterior pillar was found,
clamped, and the hemorrhage ceased.

The fourth case was done under ether and snare. this being
the second operation on the tonsils, and more than usually
difficult. Six days after operation there was bleeding, with a
clot in tge fossa. Removal of clot and packing of soft gauze
sponge, which was allowed to remain twenty-four hours,
stopped the bleeding. A few moments later bleeding recurred
and packing was again required with no free bleeding.
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No cause can be definitely stated for these delayed hemor
rhages. He assumes that the explanation may lie in the sep
aration of a slough, which if it involves vessels~ may cause a
hemorrhage on the slightest exertion.

He concludes with the following words:
"The further I travel along the road of laryngology the

more sensitive I become to tonsillar hemorrhage, the greater
becomes my respect for bleeding areas in the denuded fossa.
This confession bespeaks, I hope, rather caution than timidity
and that wisdom which is said to come with age. I hope I am
the safer man thereby; certainly the patient is."

The Disinfection of Carriers.

By D. BRYStlN DELAVAN, ).1. D.,

XEW YORK.

Of twelve diphtheria carriers, every case yielded to our
treatment. Four had suffered undoubted attacks of diph
theria, the rest had not. All had been under treatment for
periods varying from two months to three weeks, the treat
ment consisting of the use of various disinfectant solutions
sprayed into the nose and throat and used as mouth washes
or gargles. In all it 'had been ineffective. C'nder the use of
the dichloramin-T chlorcosane solution, applied after the nasal
cavities, the upper pharynx, and the 'tonsils had been thor
oughly prepared by the preliminary application of adrenalin
and thus thoroughly exposed and the surfaces then cleansed
of secretion, the cultures became and remained negative.

Failing at success after a reasonable number of treatments,
redundant lymphoid tissue should be removed.

From observations already made on this subject, it would
appear that not all varieties of germs show a predilection for
the same localities of the upper air passages. Thus the Klebs
Loeffler bacillus, the meningococcus and possibly others seem
to show a willingness if not a preference for the invasion
of the upper nasal region. While the streptococcus, what
ever may be its wanderings in the otonatal realms. appears to
elect the tonsil as its chief center of action. The removal of
a tonsil thoroughly and deeply infected with the streptococcus
becomes, therefore. ~ matter of necessity, while, on the other
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hand, the mere removal of tonsillar tissue in any of the twelve
cases of diphtheria quoted above would have been useless.

Whether the tonsils require removal or not, the presence
of bacteria in the upper nasal region is sufficient in itself to
constitute the subject a carrier, and a carrier he will remain
as long as the nasal region remains infected. The proper
cleansing and dilatation of this area, together with the efficient
application of the disinfectant, does not require an excessive
'amount of time, and it can be carried out by anyone possessed
of a reasonable measure of skill and common sense.

Some Conaideratlona Upon the Present Statua of the Etiology and
Treatment of Cancer, With a Report of Four Casea of Cancer

of the Larynx Succe~afully Treated with Radium.

By D. BRYSON DeLAVAN, M. D.,

NEW YORK.

Without the knowledge of its 'causes arid basal activities the
study of the means for its local relief are, as for many years
past, disappointing. But while many able men are engaged
in this quest under the best conditions that intelligence and
generous outlay can afford, their efforts are largely un
coordinated with, each other and, in some cases at least, they
are narrow and overtheoretical. Any day some great discov
ery may relieve us of the present deadly situation. Meanwhile
that event might possibly be hastened by the selection of the
men best qualified for investigative work, by the elimination
of the unproductive and by a better harmony and concert of
action among investigators.

Turning back to a consideration of the' means of relief now
at our command, there are several which relate to the general
care of the patient and which not seldom escape the attention
of the physician or surgeon in charge. Among these may be
mentioned the effect of increased blood pressure upon the
development and stimulation of cell growth, the proper selec
tion of food elements as affecting the blood pressure and the
chemistry of the body; the effect of certain drugs or of meth
ods of general treatment upon the disease. and the possible
influence of the nervous system in conn~ction with it.
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The general care of the patient, both before and after treat
ment, must be carefully studied and more regard than is usu
ally exercised must be paid to the period of convalescence and
to that complete recovery from the effects of operation which
can only be attained after much longer periods of time than
many surgeons are accustomed to allow. Surely some condi
tions exist which influence the development and growth of
cancer. These should be investigated and understood.

The four cases recorded are:
1. Carcinoma of the larynx. Female, aged thirty; first seen

in 1916. The 'superficial growth was removed under sus
pension laryngoscopy. On March 24, 1917, the growth had
much developed. Radium was applied. The disease involved
the whole interior of the larynx and the anterior wall of the
esophagus. I..aryngectomy performed June 7, 1917. Two.
years later, still wearing a tracheotomy tube, no recurrence.
Has acquired a voice of remarkable clearness and carrying
power.

2. Male, aged sixty-four; carcinoma of the larynx extend
ing to the left side of the base of the tongue and to the
pharynx. Owing to urgent dyspnea, tracheotomy was at once
performed.

Because of the extensive involvement, operation was not
advised.

On May 23rd three tubes of radium 9.8 m.c. were embedded
in the growth for 132 hours. On June 26th one tube 4.9 m. c.
was embedded for the same length of time.

July 21st, radium treatment resumed; pack placed over the
left side of the neck. All activity of the growth seems to have
ceased.

3. Male, aged sixty-two; radium treatment in August. 1918,
with radical extirpation of the larynx on January 22, 1919.
In June, 1919, the.result was in every way excellent, the pa
tient making slow but satisfactory progress in the control of
his voice.

4. Male, aged eighty. On September 15, 1918, 880 m. c.
filtered through two small m. m. of lead were applied on each
~de. _

Compl6te retrogression promptly followed this treatment,
so that in October 25, 1918, no evidence of disease was present.
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DISCUSSION.

DR. D. C. GRE£NE, Boston: The results of radium treat
ment have been in certain cases so beneficial that we are im
pressed with the fact that there is something in it, even though
in the great majority the results have not been satisfactory.

One serious obstacle to the success of the treatment is the
difficulty of making accurate and constant application of the
rays to the exact location desired. We have found that tra
cheotomy is an essential preliminary.

At the Huntington Hospital radium rays were applied by
the method of Curie of Paris, who, as you know. was the
first to preserve the emanations in containers holding meas
ured amounts corresponding to given weights of radium. By
this means the rays are largely conserved and much wastage
is avoided.

Dr. Duane of the Huntington Hospital has prepared con
tainers in the form of small glass seeds which may be inserted
and left in the substance of the tumor. Several such seeds
containing small measured, doses inserted into different parts
of the tumor mass by means of a trocar, provide a crossfire,
so to speak, between the various points of insertion and in
crease the effectiveness of a given dose.

Under suspension, with general anesthesia, such insertions
can be accurately made in many cases.

When containers are thus applied without screening, it is
essential to avoid placing them within 6 or 7 m. m. of normal
tissue, otherwise there is risk of ulceration into normal tissue
with possibly disastrous results. For example, a heavy dose
of radium thus placed in the vicinity of a large vessel may
result in ulceration of the vessel wall with fatal hemorrhage,
an accident which occurred in a case which I recently saw.

The postoperative treatment with radium, described by
Dr. Delavan, is, I believe, a most important adjuvant to
operative cure.

TH£ PR£SIDE~T: I think there is no question that radium
can destroy, does destroy in certain cases, every vestige of
malignant manifestati9n, ~herever it may be. I think it is a
question of dosage and is due that and a difficult Qosage tt.>
manage.
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Too large a dose results in destruction, not only of the in
volved area, but of much of the healthy tissue around it, and
in certain regions, as, for example, in the neck, in the larynx,
is.very apt to be followed by disastrous results. These results
do not manifest themselves always early, but manifest them
selves months and years after its application.

In a case of epithelioma of the larynx which I have referred
to here once or twice, an elderly man who refused operation,
the dosage was given on the outside of the neck, with marked
recession in the laryngeal appearance, but with some thicken
ing. And a year later, to satisfy ourselves what that thicken
ing was, we removed a piece of it 'and submitted it to the same
pathologist, who reported there was still epithelioma present,
and it remained in that condition of thickening; more radium
was applied; there was still some thickening.

The man a year after the second radium was applied, which
was two and a half years after the radium was first applied,
had a sloughing of all of the tissues in the anterior part of
the neck; the trachea was completely ulcerated through, so that
the lower end of the trachea simply stood up in his neck there.

I think it is unwise and unsafe to introduce into the larynx.
any radium emanation tube without first performing a tra
cheotomy. If you examine those cases where we have put
any in the nose, I think you will see that the amount of swell
ing which must occur in the larynx, as it does in the nose or
in the tonsils or tongue, is such as to render the patient very
liable to such a stenosis as to need an urgent tracheotomy.
I think all those cases should be tracheotomized before the
radium is used.

DR. D. B. DF.LAVAX, Xew York (closing): I cannot· quite
accept Dr. Green's remark with regard to the use of small
doses and his objection to the use of large doses. The ques
tion depends upon the case.

Kow, it is worth while to keep on and to try to find out what
is the scientific way of applying it and to apply it in that W;lY,

but, after all, that is not the point of my paper.
We want to know-it may be a difficult thing to find out,

but we want to know, and we have got to know-what the
underlying causes of this condition may be, and until we do,
we are entirely in the air; we are acting at cross purposes
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most of the time, one with the other; we are theorizing, and
our patients are dying at the rate of thirty thousand a year
just in the United States alone,

Injuries of the· Nose and Throat, Du.e to Bullet and Shell Wounfls.

By J. M. bGERSOLL, LIRL'I'.-COL., :\1. C.,

CLeVELAl"D.

In January, 1918, the Medical Department of the Army
converted a modern fireproof hotel at Cape May, N. J., into
a hospital, known as the Hospital for Head Surgery.

The first patients in the Otolaryngologic Department were
received on April 1, 1918. The average number of patients
in the department varied between one hundred and one hun
dred and fifty:

The injuries to the nose and accessory sinuses and the sur
rounding tissues varied greatly, and consisted of all sorts of
wounds involving these structures. In many cases the eyes
were also involved. Pieces of shrapnel and high explosive
shell were found in all portions of the head and neck. Shell
fragments were also found in all of the accessory cavities,
more frequently in the maxillary sinuses than in any other
single pl~ce. After removing the foreign bodies plastic oper-
ations were done to remedy the defects. '

The laryngeal cases in some respects'were the most difficult
type of cases which we had to treat. The laryngeal cartilages
and intralaryngeal structures were more or less extensively
destroyed, and adhesions formed, causing laryngeal strictures,
which necessitated a tracheotomy. Removal of the foreign
bodies and all necrotic tissue around the larynx, with free
drainage, resulted in recovery eventually. Dilatation of the
constrictions finally established intralaryngeal respiration and
enabled us to remove the tracheotomy tube.

Vocal exercise in cases of injury of the jaw, pharynx and
larynx were excee<iingly beneficial in reestablishing the vocal
functions and stimulating the injured muscles.

DISCUSSION.

THE PRESIDF,XT: :Vlay I ask Major La Maitre, whether in
bringing down that flap he simply takes one piece of bone for
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his nasal bridge, inserting it in the middle line, or does he
attempt to take two pieces so as to have a sort of roof there?

MAJOR LA MAITRE, Paris, France: Sometimes I include
only one piece of bone, when it is a small defect, but some
times I have two horizontal flaps which permit in certain cases
to have a framework more extensive and to sustain the area
at the end of the nose. By this method I obtain a primary
union instead of leaving a wound which we have in the case
of the Indian method which takes longer to cure,

DR, R. H. SKILLERX, Philadelphia: I want to speak a word
about the different degrees of injury that some 6f these ma
chine gun bullets will cause. During the Argonne offensive
I happened to see a number of cases of fresh machine gun
wounds of the face and neck, and I was struck particularly
with some of them with the slight amount of traumatism tha't
they caused.

I recollect particularly one young boy who, three days after
he was wounded, was brought to our center. He was shot
through the neck, directly in front of the great "Vessels, the
wound of exit being in the midline posteriorly. How in the
world that missed those vessels I cannot see, and yet at the
end of three days' time the wound had perfec~ly healed.
There was only a dimple in front. I spoke to him and said:
"Son, how do you f.eel?" He raised himself up off his pillow
and began to shake his neck and said: "I feel fine, just a little
stiffness, that is all. It was remarkable.

I remember another case of a machine gun bullet that
traDsver~d the neck from the side. It seemed to have gone
through the esophagus, posteriorly to the cricoia cartilage.
That boy has no disturbance whatever in speech-only a little
difficulty in taking nutrition.

There was another case that was extensively talked about
that I did not see, where a machine gun bullet had entered
the temple and gone through the brain. Af~er two or three
weeks of very stormy symptoms he seemed to recover, but
recovered with a nasal discharge, and on examining the nose
they found some trouble up in ·the sphenoid region, and on
probing around found something hard there, and finally with
a pair of forceps extracted the machine gUn bullet from the
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left sphenoid sinus. A most remarkable case, the patient re
covering entirely.

DR. GEO. M. COATES, Philadelphia: Colonel Skillern's dis
cussion reminds me very forcibly of many cases I have seen
similar to the ones he has just mentioned. It is really won
derful how often these machine gun bullets and fragments
of high explosive shells apparently went through or near vital
structures without causing death or permanent injury.

We saw a good many cases in the hospital center at Allerey
that reached us anywhere from fifteen to seventy-two hours
'after the injury. I only recall a few at this moment, but we
had a number of injuries to the cheeks where the machine gun
bullet went through the maxillary sinus, tearing out the
ethmoids on one side, a large part of the septum and emerged
beneath the orbit on the opposite side. These cases healed
up with remarkably little deformity or discomfort.

I remember two cases where machine gun bullets had passed
into the mastoid and came out in the opposite orbit, completely
exenterating the latter. These healed up without any symp
toms other than a one~ided facial paralysis. It is often very
hard to trace the path that these projectiles could have taken
without touching some vital spot and yet they did it. I sup
pose there is an explanation for this, and that is that we did
not see the cases where the projectiles failed to miss vital
organs and saw only those that were missed, and it is really
remarkable that in so many cases that we did sel:, these in-
juries were not fatal. .

DR: J. M. INGERSOLL, .Cleveland (closing): One of the
photographs. being passed around shows a s,oldier in whom the
bridge of £he nose was destroyed by a machine gun bullet.
In the plastic operation to restore the lost portion of the
bridge a small portion of the bone over the frontal sinus 'was'
transplanted to support the flap coming down from the fore
head.

Another photograph shows a rather bad injury on the right
side of the face. In this man the outer margin of the orbit
and the whole eye were destroyed. The maxillary sinus and
the ethmoidal cells and a portion of the right nasal fossa were
uncovered. In that case we' used such a flap as you spoke
of, Major La Maitre, bringing it down from the forehead so
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as to cover the maxillary sinus and ethmoid cells and a por
tion of the nose, and in this way make a new lower lid,

We used such flaps quite frequently in unilateral injuries
of the nose, but in no case where the nose was completely
destroyed' did we use flaps from each side to reconstruct the
nose. Your suggestion of the use of double flaps interests
me and seems to me to be a very logical procedure.

We tried various methods to provide for a lining of th~

flaps used to replace the nose. We came to the conclusion
that the best method of lining such flaps consisted in covering
an aluminum nasal splint with skin grafts and inserting them
in the nasal fossa under the flap brought down from the fore
head. These splints were held in position by an attachment
to the teeth.

In the cases of bad injury of the face and neck we came
to the same conclusion you did, Dr. Coates, that in those cases
in which the carotid artery was injured the patient succumbed
to the injury, and the ones we saw were those who fortunately
escaped such injury.

In regard to the mastoid cases: We saw many cases in
which the bullet entered one side of the face and passed out
through the opposite mastoid, causing facial paralysis. The
interesting thing about many of these cases was that in a great
majority of them the facial nerve was injured but not severed,
and when we removed the foreign bodies and the splintered
bone, and in some cases' actually uncovered the facial canal,
removing all source of irritation, the facial paralysis improved
and in many cases became practically well. Of course, we
used massage and electricty following the operative procedure.

The Otolaryngological Features of the Influenza Epidemic at Camp
Hancock, Auguaa, Ga., September-December, 1918.

By :\1AJOR GEORGF. FE'l'TEROLF, A. R., M. D.,

PHILADELPHIA.

Seven hundred and seventy men were brought directly to
the hospital by train and a real epidemic began and in a very
stormy fashion.

The first complication requiring attention consisted of many

 at UNIV OF PENNSYLVANIA on June 24, 2015aor.sagepub.comDownloaded from 

http://aor.sagepub.com/


1274 .o\MF.RICAN LARYXGOLOGICAL 4SS0CIATION.

cases of violent and persistent epistaxis; other phases devel
oped later.

Ear complications were many, and every endeavor was made
to attend to these immediately, and for this a twenty-four hour
service was instituted for each day. .

In a very few days the patient population jumped from
1,500 to 4,000.

The main difficulty met with in examining and treating the
patients was securing adequate illumination, as two-thirds of
the sick were on porches or in tents. Often the sunlight or
diffuse daylight were used. Careful treatment was given all
these cases, the ear drum incision when necessary, with not a
single mastoid operation perfonned in October, and only four
such operations were performed in November and five in De
cember, of a total of 7,781 cases of influenza.

Epistaxis.-But one obtruding condition was found in the
nose, and that was profuse and persistent epistaxis. In every
case but one the bleeding point was located at the anterior
part of the septum, the socalled locus Kieselbachii. In the
one exception a spurting artery was observed on the lateral
wall of the nose at the anterior end of the inferior turbinated
body. Toe incidence of epistaxis was the greatest in the first
influx of cases. These boys were brought in directly from
the trQ(~p trains after two days or more of travel, with limited

.bathing facilities. and it is believed that the irritation and
~excorul.tion· of the nasal mucosa produced by the train dirt
was an important causative factor. Epistaxis became much
'less frequent in the later days of the epidemic, when the c;lses
were developihg in those soldiers who had been in camp for
several days.

Sinusitis.-The incidence of sinusitis was exceedingly low.
Exact figures are not at hand nor are they obtainable. When
a case of this sort developed, a routine spray of adrenalin
chlorid 1;7,000 was given every hour, and when the pain was
severe the middle meatus was packed for half an hour or more
with cotton pledgets saturated in the same solution. All of
these cases returned to nonnat and· none required operation
for their relief.

Tonsils.-There were very few cases of tonsillitis and still
fewer Elf. peritonsillar abscess. During the months of Octo-
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ber, November and December there were but 13 cases requir
ing the evacuation of pos.

Larynx.-Laryngitis was present in quite a few cases and
the manifestations in the larynx were of, three different types:
(1) Diffuse catarrhal laryngitis, with the usual appearance
found in this condition; (2) ulcerative laryngitis, with small,
'narrow, superficial ulcers nmning lengthwise of one or both
cords. and (3) what might be called "asthenic laryngitis."

A section of ulcerated cord from a case of type 2 was sub
mitted to the pathologist, who reported on the specimen as
follows: "Section shows mucosa with an irregular loss of sub
stance, with submucosa exposed, which with muscle tissues
still deeper, is infiltrated with polynuclear leucocytes. piag
nosis: Acute inflammation of vocal cords with ulceration."

It was characterized by a normal or slightly reddened
mucosa, absence of ulcerative lesions and mainly by a marked
weakness of the laryngeal masculature. An attem~t at ph~

nation would result in a feeble effort to approximate the vocal
cords and an immediate discouraged return of the cords t9
the respiratory position. A similar condition of the palatal
and pharyngeal and probably of the esophageal musculature
usually was found to be associated with it. The muscular
efficiency of the entire throat was very low, and it was tested
out in one patient by having him endeavor to swallow a large
mouthful of water. The effort at deglutition immediately was
followed by a gush of water from his nose and by cyanosis.
It was evident that the muscles of neither his soft palate nor
of his larynx had the strength to close off the entrances to the
cavities which they guard. In a short while he was able by
a few weak coughs to clear his larynx and trachea. but for the
moment it looked as if he was in imminent danger of suffoca
tion from the water which he was unable to prevent entering
his trachea and then was almost unable to expel from it.

The actual cause of his condition could not be determined.
Possibly it was a toxic myostitis, possibly just a part of the
general asthenia, possibly it was due to a toxemic poisoning
of the centres in the medulla. really constituting an acute form
of bulbar paralysis.

The members of the otolaryngologic staff of the Base Hos
pital feel that they were in great good fortune to have been
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at Camp Hancock during the epidemic. Rarely does a physi
cian or even a collaborating group of physicians have an
opportunity of studying synchronously such a large series of
cases occurring in people of approximately identical age and
living under uniform clothing, hausing and dietary conditions.
Usually observations on a large number of cases must extend
over a long term of years, and under such conditions early
impressions and conclusions are likely to grow hazy and later
ones assume undue prominence and force. While necessarily
conditions in this epidemic were such that accurate record of

oall phases of the influenza was impossible, still it is felt that
so careful an estimate has been made where accurate records
were not obtainable that conclusions drawn can fairly be con
sidered as being based actually on numerical fact.

DISCU~SION•

DR. N. H. PIERCE, Chicago: I congratulate the writer on
his excellent results in the treatment of acute inflammations
of the ear. His methods are founded on principles that have
grown out of known pathology in these cases and represent
the most modem ideas in the treatment of these diseases.
Tp.ere is a definitely defined rule that the occurrence of mas
toid trouble necessitatirig' operation is in direct relationship
to the length of time elapsing between the onset of an acute
otitis media and the opening of the tympanic membrane. The
tympanic membrane cannot be opened too early. It is infinitely
safer to err on the side of opening the tympanic membrane
early in acute cases. In fact, it is better to open the tympanic
membrane in the acute infectious diseases for exploration pur
poses, even when there is no sign of bulging or very little sign
of hyperemia-always, of course, under strict aseptic and
antiseptic conditions.

It is curious what a difference there is in the reports of
cases from the various camps as to the frequency of mastoid
operation. '"In some camps, especially in the Southern States.
it was quite the rule to have one or two entire wards full of
operative mastoid cases. I' canlJot help believing that even
in the presence of the very virulent infections from which
they suffered there were a .great many mastoids opened un-
necessarily. .
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In my own experience in this country and abroad I have
performed between thirty and forty mastoidectomies, and in
some of these the operation was performed in chronic sup
purative processes. Of these cases only one died from com
plications-that is, of all the cases of acute chronic mastoid
trouble that I saw in my experience in this country and abroad
but one death resulted from complications, and that was a
case where, on the fourth day after the admission to the hos
pital, thrombosis extended into the right arm, and I believed
that nothing in the world in the way of operation could save
such a case.

DR. D. C. G~ENE, Boston: I would like to add one obser
vation that we made at Camp Sevier. Our experience was
very much the same as Major Fetterolf's, with one exception,
and that is with reference to sinus involvement.. We had, it
is true, very few cases of sinus disease in which the clinical
diagnosis was made, and we had, unfortunately, very few
autqpsies in the cases which died, but we did have fifteen cases
which came to autopsy iil which the head was opened, and
the surprising thing was that of these fifteen cases eight
showed definite disease of the sinuses. In each of the eight,
the sphenoid was involved and in several other sinuses also.
It seems evident, therefore, that many cases of sinus disease
must have escaped our attention because they did not give
clinical symptoms at the time.

DR. GEO. M. COATES: We had an epidemic of influenza at
the hospital center in France where I was stationed, although
it was rather light in character, and we observed many of the
details Major Fetterolf has spoken about. In practically every
case that died an autopsy was made, and at every autopsy
there was a thorough examination of all the accessory sinuses
and the middle ears. If I recollect rightl.Y, in something like
90 per cent we found pus in one or both of the middle ears
and one or more of the sinuses-the sphenoid more .frequently
than any of the others. Almost invariably, these cases before
death had given no symptoms whatever of either middle ear or
sinus trouble. . At that particular time I was almost entirely
occupied with administrative work, but as we had no other
throat men connected with the hospital I did see a great many
of the cases where symptoms were present. I recollect very
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few, if any cases of epistaxis, but we did notice many asthenic
lal:mgeal cases characterized chiefly by aphonia, and they
bothered us a great deal. because at that time we were having
an epidemic of laryngeal diphtheria. We also had a great
many gas cases in the hospital, and it was often a hard ques
tion of diagnosis with the facilities at hand to. determine what
these aphonia cases were due fo. Our laryngeal diphtheria
cases came on very suddenly, and in one or two instances died
of pneumonia without any laryngeal examination having been
made, the patient having been practically symptomless except
for the aphonia. After this, I made it a routine practice to
examine the larynx of every case showing any symptoms what
ever, and also all the diphtheria and pneumonia cases.

It was very difficult to make competent laryngeal examina
tions, because our hospital was so crowded. We had very
poor facilities for making them, but in a good many cases we
were able to make correct diagnoses and a number were saved
by prompt tracheotomy.

I want to congratulate Major Fetterolf for the fine organ
ization he had at Camp Hancock for this work. We had
attempted to develop an organization at the Base Hospital at
Camp Sevier similar to the one he has just described. It was
at the very opening of the hospital in September, 1917, and
we were very much handicapped because there were only two
of us to do the work. We had practically no instruments to
work with, our equipment being limited to one set of aural
specula. one nasal speculum, one metal tongue depressor, no
headlights, no illumination of any kind. We were forced to
use, when we could, the daylight and depend on candles or
lanterns when we could get them, or electric flashlights. The
measles cases came in by hundreds, and it was very difficult
work. Afterwards. when we got our system going in proper
shape and more help arrived, we were able to ')ee all these
middle ear complications practically at their beginning, and
yet, in spite of our utmost care, we had, I think, between
sixty and seventy mastoid operations. These mastoids were
all late cases, made so deliberately, because of. th~ very poor
physique of the men we had to work on. I f they were measles
cases they all had bronchitis, many of them pneumonia, almost
all hookworm, and were wretched specimens to do any work
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on. We, therefore, attempted to carry them along as far as
possible before bringing them to the operating table.

~aturally, under this system we hal! some fairly bad mas
toids. but the only one we lost was a man who came in with
brain abscess and meningitis and died in a few hours.

DR. T. P. BERENS, New York: In General Hospital No.1,
during the epidemic of influenza in September and October
there were approximately 1,200 cases of influenza brought in.

There was a class of cases up there, however, where the
mastoids had been operated on months before, many months
before my arrival on the 5th day of June, some of them done
in other hospitals, military hospitals, l),nd transferred to us.
There were about thirty unhealed, postoperative mastoid
wounds. and in all of those cases there had been simply what
I might call a scratch operation, excepting that in many of
the cases mutilating operation had been done on the external
auditory canal. In some of the cases the skin even was absent
from the external auditory canal. It made the operations

Results: As to hearing bad, but not a death-one passtng
partial paralysis.
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